Non Financial Performance Report for
Quarter 1, 2016/17
Table of Contents
Health Targets .............................................................................................................................. 3
Shorter Stays in Emergency Departments .................................................................................. 3
Improved access to elective surgery ........................................................................................... 6
Faster cancer treatment .............................................................................................................. 6
Increased immunisation .............................................................................................................. 8
Raising Healthy Kids ................................................................................................................... 8
Better help for smokers to quit .................................................................................................. 10
Health System............................................................................................................................. 13
HS:

Supporting delivery of the New Zealand Health Strategy ............................................... 13

Policy priorities ............................................................................................................................ 14
PP7:

Improving mental health services using transition planning and employment ................ 14

PP8:

Shorter waits for non urgent mental health and addiction services for 0 – 19 year olds . 15

PP20: Improved management for long term conditions (CVD, Acute heart health, Diabetes and
Stroke) .......................................................................................................................... 16
PP21: Immunisation coverage ................................................................................................. 27
PP22: Improving system integration ......................................................................................... 28
PP23: Improving wrap around services – Health of older people ............................................. 31
PP25: Prime Minister’s youth mental health project ................................................................. 35
PP26: Rising to the Challenge: The Mental Health and Addiction Service Development Plan .. 40
PP27: Delivery of the children’s action plan ............................................................................. 44
PP28: Reducing rheumatic fever.............................................................................................. 46
PP29: Improving waiting times for diagnostic services ............................................................. 47
PP30: Faster cancer treatment and Shorter waits for cancer treatment – radiotherapy and
chemotherapy ............................................................................................................... 48
PP31: Better help for smokers to quit in public hospitals ......................................................... 49
MidCentral District Health Board

Non Financial Performance Report for July - September 2016

Page 1 of 58

System Integration ...................................................................................................................... 49
SI2:

Delivery of regional services plan .................................................................................. 49

SI4:

Standardised intervention rates (SIRs) .......................................................................... 50

Ownership................................................................................................................................... 51
OS3: Inpatient average length of stay (ALOS) ........................................................................ 51
OS10: Improving the quality of data submitted to national collections....................................... 52
Output ......................................................................................................................................... 53
Mental health output delivery against plan ................................................................................ 53
Developmental measures ........................................................................................................... 54
DV4:

Improving patient experience......................................................................................... 54

Crown Funding Agreement Reporting ......................................................................................... 55
Before School Check funding.................................................................................................... 55
Electives initiative and ambulatory initiative variation ................................................................ 55
Well child / tamariki ora services ............................................................................................... 56
Establishment of green prescription initiative ............................................................................ 57
Disability Support Services (DSS) Increase of Funding............................................................. 58
National Patient Flow ................................................................................................................ 58

MidCentral District Health Board

Non Financial Performance Report for July - September 2016

Page 2 of 58

Health Targets
Shorter Stays in Emergency Departments
95% of patients will be admitted, discharged, or transferred from an Emergency Department (ED)
within 6 hours
2016/17 Target: 95%. Result as at 30 September 2016 (Q1)
Numerator

Denominator

Percentage

Ethnicity

Previous
quarter’s
results

Total number of
patient
presentations to the
ED with an ED
length of stay less
than six hours

Number of patient
presentations to
the ED

of patient events
admitted,
discharged or
transferred from
ED within 6
hours

Māori
Pacific
Other
TOTAL

93.6%
93.6%
93.5%
93.5%

1,888
367
7,818
10,073

2,046
397
8,665
11,108

92.3%
92.4%
90.2%
90.7%

Quarter 1, by month
LOS < 6 hours
Total ED presentations
Percentage

July
3,366
3,717
90.6%

August
3,363
3,699
90.9%

September
3,344
3,692
90.6%

Variance from
95% Target

-2.7%
-2.6%
-4.8%
-4.3%
Quarter 1 Total
10,073
11,108
90.7%

Work undertaken this quarter to
support achievement of the
Shorter Stays in ED Health
Target:

The causes of the breaches continue to be examined daily.
Analysis of the causes has been discussed with the Senior
Management Team on a number of occasions over the past
months and the impact of initiatives undertaken.
Winter Warrant of Fitness letters were sent to patients who had
previously required hospital admission with either congestive heart
failure or chronic obstructive airways disease from both the DHB
and their GP practice. Initial reports suggest that this initiative
continues to be successful. Work to support GP practices with
their ability to manage these patients in the community is being
discussed within the PHO.
Various elements of a Hospital Escalation Plan have been tested
through the winter months with variable success. It is recognised
that a significant amount of work needs to undertaken to gain
confidence in the use of this plan.
The DHB continues to analyse the impact of acute and elective
presentations and their progress to discharge. Regular
presentations of the data are provided to the Senior Management
Team and discussions undertaken to maximise the information
gathered. The DHB is satisfied with the work that it is doing to
identify and determine the causative factors.
The business case for a digital Hospital Operations Centre was
successfully presented to the Board in September. It is now with
the Chief Executive and General Manager prior to commencing the
national process for review of information systems’ business
cases.

Work to be undertaken next
quarter to support achievement
of the Shorter Stays in ED
Health Target:

While working through the implementation of the summer plan,
work will continue to monitor breaches and analyse trends so that
the DHB is in a position of greater strength going into next winter.
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Other Patient Flow initiatives:

(see below)

Any barriers that the DHB has
identified to achieving (or
maintaining) the health target
and how these will be
addressed

There has been an increase in the General Medical average length
of patient stay and a resultant increase in the volume of General
Medicine patients present in the hospital. Clinical leadership of the
General Medicine inpatient services was firmly held by the Clinical
Director General Medicine up until notification of his intention to
take up a position overseas which took effect in Quarter one of
2016/17.
Notwithstanding the unprecedented increase in volume in quarter
one of 2015/16, which was the major contributor to a reduction in
the result for shorter stays in ED (93.0%) over that quarter, the
clinical leadership of the medical inpatient service (where the
volume of admissions predominate) has been and remains the
most significant factor in enabling available acute inpatient medical
capacity and patient flow across the hospital. In particular, for
example, in the proactive management of discharge goals and
patient transfers/discharges with active involvement across the
medical staffing team (including assessment treatment and
rehabilitation services for older people). This supported an
improved result that remained at around 94% (still with an overall
increase in volume of patients over the 2015/16 year relative to the
2014/15 year when the target was being achieved).
With the Clinical Director’s departure the drive to maintain the
patient flow work across medical services has waned contributing
to the reduced result this quarter. While we are currently recruiting
to this position we are not able to determine a date to which a
successful appointment can be made. In the meantime the
operational directors, service managers and charge nurses
continue to support and promote attention to the improvement
activities under their control.

DHB’s progress with
implementing the ED Quality
Improvement Framework
(challenges and quality
improvement initiatives
developed in response to the
Framework’s findings)

(also see below)
Whilst continuing to monitor the ED quality measures there are six
specific measures that the teams will be working on:
- Ensuring the presence and responsiveness to the reviewing of
sentinel events.
- Ensuring that the review and response to complaints
addresses deficiencies in care.
- Monitoring the percentage of patients admitted from the EDOA
- Monitoring the percentage of patients admitted to EDOA from
ED
- Auditing the number of patients requiring EDOA placement but
remain in ED due to lack of EDOA space
- Auditing the number of patients who return within 48 Hours of
an ED presentation (who were deemed not requiring
admission of their first presentation.
The above measures are currently being benchmarked against
results from the previous year.

Annual Plan 2016/17 Objective and actions
2.3.4.1 Focus Area: Acute Care System - Emergency department and hospital capacity
Improve the patient flow throughout the hospital by reducing lengths of stay and unnecessary delays to
assessment, diagnostics, transfer of care and discharge arrangements
 ED escalation planning to manage surges
 Medical/surgical short stay project
 Interface geriatrics service development
 Flexi-bed management and monitoring
MidCentral District Health Board
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Performance measures
and milestones
Average hourly ED
occupancy rate per day
maintained at ≤100%

Standardised acute inpatient
ALOS ≤2.55 days by 30
June 2017
Number of priority ED
Quality Scorecard indicators
that show sustained
improvement by 30 June
2017

Progress status
Qtr
1

G

G

G

G

Complete implementation of
the ‘short stay medical and
surgical’ project by 30 June
2017
G

Interface geriatrics service
model developed by 31
December 2016 and
implementation plan
approved by 30 June 2017
Variance in bed utilisation is
maintained within tolerance
levels across inpatient beds
per day

Results and exception report

Qtr
4

106.6%.
When both the ED and EDOA results are combined
the hourly occupancy rate is 99.6%. Work is
underway to evaluate maximising the use of EDOA to
ensure that it is not being used inappropriately and
therefore reducing its effectiveness for ED usage.
Please refer OS3

Work in progress. The data is being collated to
demonstrate improvements. Whilst improvement has
been shown in the past for some of the indicators,
evidence is being gathered to demonstrate if the
improvements are being sustained during the winter
months.
Work in progress. ED has a nursing escalation plan
in place as part of the Variance Response
Management (VRM) plan. ED medical staff have met
with other specialist clinicians to formulate a medical
and all of ED response plan. It was agreed that as
the majority of interactions occur with General
Medicine a combined response was required. With
the loss of General Medicine leadership, progress not
achieved during the winter months – Quarter 1.
The nursing VRM indicates that there was activation
of Code Yellow (pre alert) at some point during the
day, 15 days per month. Code Orange (alert) at
some point during the day, 5 days per month. Code
Red (full escalation) at some point, 2 days per
quarter – less than once per month.
Work in progress. Proposal to reconfigure the
placement of patients by both surgical specialty and
length of stay has been developed by the surgical
charge nurses. This has yet to be taken to the
surgical groups.
No formal proposal has been developed for shorter
medical patients after MAPU. However, by default,
one of the medical wards has naturally taken on this
role
Project team meet regularly to progress the service
model and business case.

G

G

MidCentral District Health Board

Qtr
3

G

ED escalation plan formally
reviewed and communicated
by 30 September 2016 and
31 March 2017

Number of occasions ED
Escalation plan initiated per
month (no target)

Qtr
2

There is agreement of bed resourcing levels between
summer and winter.
During Quarter 1 there were a number of beds fully
resourced for the period. In addition, there were a
number of beds that it was agreed would be used
with a staffing resource. The use of the identified
bed resource was not exceeded during Quarter 1,
however, the staffing resource was not always
achieved to support the opening of the resourced
beds due to high sickness levels and staffing
vacancies
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Progress
Status
Legend:

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues
A associated with achieving objectives and/or performance measures but there is a satisfactory
remedial action plan in place to return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues
R associated with achieving objectives and performance measures (exception report required
outlining risk mitigations, remedial action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones

Improved access to elective surgery
Increase volume of elective surgery discharges to at least 7,877 by June 2017 (National target: The
volume of elective surgery will be increased by an average of 4,000 discharges per year)
2016/17

YTD Sept ‘16

YTD Dec ‘16

YTD Mar ‘17

YTD Jun ‘17

Planned Health Target

2,031

4,034

5,826

7,877

Actual Elective Discharges

1857

Actual Arranged Discharges

174

Total Actual Discharges

2,276

Plan to Actual Variance

245

% Achieved

112.1%

Health Target Achievement
Level

Achieved

Target volume of elective and arranged surgical discharges achieved.

Faster cancer treatment
85% of patients to receive their first cancer treatment (or other management) within 62 days of being
referred with a high suspicion of cancer and a need to be seen within two weeks.
2016/17

July

August

Number of patients whose first treatment was
within 62 days

11

23

16

50

Number of patients urgently referred with HSC

13

25

19

57

84.6%

92.0%

84.2%

87.7%

Percentage treated within 62 days

September Qtr 1 Total

Activities undertaken to ensure data quality and volumes

FCT tracker routinely covers the following in auditing data quality
 Ensure date range is accurate
 Cross check database with patients discussed at MDT meetings to ensure all accounted for.
 Receive surgical data for month previous to ensure all patients are included.
 Cross check list of patients treated at CCDHB and HVDHB from Filezilla site.
 Check list of patients “waiting for 1st treatment” weekly.
 Manually record each patient receiving 1st treatment for accuracy and statistical purposes.
 Cross check confirmation from MOH with weekly submission figures recorded.
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Delays identified along the cancer pathway and challenges with implementing Faster
cancer treatment

Access to Radiotherapy
A project plan has been drafted given a trend noted where radiotherapy is a first treatment.
There are many reasons for this including the time needed to see patients in the first
instance, perform diagnostics, get through an MDM process etc. However, for the most part,
even once the patient is referred to radiotherapy, the radiotherapy pathway will take in
excess of 4 weeks and often around six weeks. This is a large part of the 62 day target. The
plan is to implement swifter pathways across the process including reduction in planning
time, combining the FSA and CT appointment as one and centralising FSAs to Palmerston
North.
Insufficient FSA capacity in Urology
This is ongoing work to balance the needs of follow up patients against the demand for new
patients and involves a range of initiatives including primary acre follow up and specialist
nursing. This quarter a new issue has emerged which is high rates of patients with serious
urological conditions (including cancer) not keeping outpatient appointments despite
significant amounts of nursing time spent liaising with these people and their general
practice team. Given the diagnostics involved patients not attending appointments impacts
radiology as well as urology in these instances. Work is underway to better manage these
patients, keeping their clinical needs at the forefront, but also ensuring this is not at the
expense of capacity overall.
Actions taken and planned in response to the delays and challenges identified.

Access to Radiotherapy
Data is being reviewed with a focus on the lung and rectal tumour streams. Discussion will
be held with the FCT Governance group at their October meeting with endorsement of the
project plan to be secured. Ultimately want to better align FSA and CT appointments and
centralise these at the MidCentral DHB campus
Insufficient FSA capacity in Urology
Project plan developed to look at the DNA issue more broadly across the hospital as there are
13 different policies in place focused on the management of these. Meantime a temporary
algorithm has been developed with Central PHO input to enable an appropriate communitybased staff member to undertake a home visit with the urology cohort to find out why these
appointments are not being kept, and look to put supports in place which will result in
hospital attendance when required. This process is in place only for Horowhenua based
patients.
FCT in Secondary Service Project – continues with milestones being achieved
Priority Cancer Pathways Project – continues with milestones being achieved
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Increased immunisation
95% of eight month old infants will have their primary course of immunisation (6 weeks, 3 months and
5 months immunisation events) on time
Percent 8 month old infants fully immunised on time
Milestone Age: 8 months Total
95%
Quarter 1, 2016/17
Quarter 2, 2016/17
Quarter 3, 2016/17
Quarter 4, 2016/17

Maori
94%

Pacific
94%

NZ European
96%

Asian
100%

Other
88%

Maori
227
213
93.8%
95%

Pacific
33
31
93.9%
-

NZ European
207
199
96.1%
-

Asian
47
47
100%
-

Other
43
38
88.4%
-

Quarter 1, 2016/17
Milestone Age: 8 months
No. eligible children
Fully immunised for age
Actual
Target

Total
557
528
94.8%
95%

MidCentral DHB Immunisation coverage rates at 94.8% have essentially met target. Work
continues across the Newborn Enrolment Programme, General Practice Teams and the OIS
service to meet the targets. The team has excellent knowledge of why children have not been
immunised and work together with the families/whanau to maximise opportunities to
achieve immunisation in a timely manner.

Raising Healthy Kids
By December 2017, 95 percent of obese children identified in the Before School Check (B4SC)
programme will be offered a referral to a health professional for clinical assessment and family based
nutrition, activity and lifestyle interventions.
Numerator:

Denominator:

(A subset of the denominator). The number of children where their referral to a health
professional was acknowledged within 30 days, or who are already under care, or the referral
was declined by the parent/guardian.
th
Number of children identified as obese (BMI >98 percentile) from all completed B4SC checked
processed in the six month reporting period

Ethnicity
Maori
Other
Total

Numerator
31
28
59

Denominator
45
44
89

Percentage
68.9%
63.6%
66.3%

Deprivation
Numerator
Denominator
Percentage

1
4
8
50.0%

3
11
15
73.3%

5
21
28
75.0%

2
9
16
56.3%

4
14
22
63.6%

*classification of obese is a BMI >98th percentile
Data source: MoH – B4SC data for the 6 months to 31 August 2016

Note: Revised definition: For quarter 1, this indicator captures all completed B4SCs processed in
the latest six month reporting period where:
 the referral to a registered health professional was acknowledged by 30 September (this reflects
the requirement for acknowledgement within 60 days (30 days from 1 July)); or
 who are already under care; or
 the referral was declined by the parent/caregiver
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Result for Quarter
Activity to support the
achievement of the target and
initiatives to realise a reduction
in childhood obesity, as
reflected in your commitments
in your Annual Plan

66.3%
 Progress with getting referrals acknowledged from the B4
School Check (B4SC)
Currently the referral acknowledgement process is managed in
the interim by phoning individual General Practices to gain
acknowledgement. This has allowed for conversation around
the new health target with General Practice. Once the
professional development is completed we are hoping this
process will be automatic.
 Progress with the development of referrals pathways from
the B4SC for assessment and family based nutrition,
activity and lifestyle interventions
The MidCentral DHB has established an Advisory Group
comprising key team members - Paediatrician, Dietician,
Medical Officer for Public Health, Sports Manawatu Operations
Manager, Central PHO, B4 School Coordinator and Portfolio
Managers for Child Health. This team has worked on the
development of a new Collaborative Clinical Pathway (Map of
Medicine) for Obesity in Preschool Children alongside the
referral process and collection of data.
 Activity to ensure DHBs, PHOs and other primary care and
community partners work together to ensure families
experience seamless transition and support post referral
from the B4SC
The Map of Medicine is almost at publishing phase. Planning
has also been completed for an education evening to be held on
27 October. This education evening is targeted at all working
with children and family/whanau in Primary Health and will
encompass the new target, introduce the new Obesity in
Preschool Children Map of Medicine and professional
development around “critical conversations”.
 Activity to support primary care and community partners
having the conversation with families.
Included in this workshop the Massey Psychology Team will be
presenting “Having difficult conversations with families/whanau”.

Barriers to achieving the target
and mitigation strategies over
the next quarter by DHB and
the PHOs.

There has been unanimous support to ensure the referral
pathways and services add outcomes for tamariki rather than just
referral acknowledgements. Additional time has been needed to
ensure these pathways and as well as education for primary
healthcare is well developed. These two activities will not be
introduced until the second quarter.

Collective action and link to
broader approach to reducing
childhood obesity across
government agencies, the
private sector, communities,
schools, families and whānau.

All the above activities are a collective strategy.

What the DHB is doing to build
in evaluation, measure
effectiveness, and monitor
outcomes over time.

This is the next phase of development, focus so far has been on
the data collection, referral management and referral pathways and
education. The addition of consent around information for
evaluation has been included to the consent form and discussions
have commenced with Massey University around some research
/evaluation opportunities going forward.
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Better help for smokers to quit
90% of PHO enrolled patients who smoke have been offered help to quit smoking by a health care
practitioner in the last 15 months, and,
90% of pregnant women who identify as smokers, upon registration with a DHB-employed midwife or
Lead Maternity Carer, are offered brief advice and support to quit smoking

Patients seen in primary care:
Performance - 12 months ending September 2016
Result 12mths
ending 30.06.16

Quarter 1
Numerator

Quarter 1
Denominator

Quarter 1 result

Difference from
last quarter

19275

22237

86.7%

-0.3%

87.0%

All DHBs rate

Ind 1: Smoking Status
Ever Recorded
Num
Den
%

Ind 2: Current Smoker
Recorded
Num
Den
%

Ind 3: Brief Advice
Num
Den
%

Ind 4: Cessation Support
Num
Den
%

106497

22237

15770

3505

111784

95.3%

106497

20.9%

22237

70.9%

22237

15.8%

Please comment on the
accuracy of data?

Data extracted by Central PHO and Compass Health ICT is analysed for accuracy prior
to being submitted to DHBSS and regularly throughout the quarter.

What activities did you
undertake to support
capture and accuracy of
data?

Central PHO teams continue to work closely with general practice teams (GPT)
interrogating data comparing in-practice generated reports with regular data extracts,
using that information to streamline data entry practises and reconcile extracted results.

Please analyse the
performance of PHOs to
date and rate their
progress

GPTs are engaged and focussed on reaching and sustaining targets. Sustainable
processes are in place in most practices with encouragement to make ‘smoking brief
advice and support to quit’ routine practise.

What activities did you
undertake in each of
these categories to
support the achievement
of the target and
improve performance in
the last quarter?

1. Active Clinical Leadership/Clinical Champions
Central PHO and Te Ohu Auahi Mutanga (TOAM, the regional Smoking Cessation
Service) are working in partnership to facilitate support to general practice teams. The
“Better Help for Smokers to Quit” portfolio is actively managed by a Clinical Services
Manager (CSM) at Central PHO in conjunction with the Clinical Director and Project
Liaison Lead for TOAM.
Clinical Champions have been identified and supported in general practice, particularly
within IFHC’s.

2. Active, Dedicated Management To Support ABC Activities In General
Practice
Central PHO and TOAM jointly share a project liaison role to support ABC-D activities in
GPTs. Central PHO Clinical Quality Facilitators also actively provide coaching and
mentoring to GPTs for ABC-D. See above re management support.

3. Reminder, Prompting And Audit Tools
- GPT facilitation and support provided by Smoking Cessation project liaison and
Clinical Quality Facilitators
- Smoking Cessation project liaison has worked with GPTs to establish a smoking
cessation champion in targeted GPTs
- Weekly graphs disseminated to Practices by Central PHO Practice Liaison provide upto-date data on progress towards the SBA target
- Referrals for support to quit are directed to TOAM Matanga (Quit Coaches), some of
whom are directly aligned, and work within, general practice.
- Utilisation of appointment booking system by Practices to engage TOAM Matanga
directly in contacting or conducting service sessions with patients.
- Central PHO has installed and actively promotes the use of Patient Dashboard
(Version 4) across all of its practices.
- The publication of weekly data to all practices, and use of missing patient lists,
identifies progress and those patients yet to have SBA provided to them.
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4. Systems and Processes That Make Life Easier For Health
Professionals
In addition to the tools noted above, activities include:
- Actively sharing expertise and experiences between practices enabled through the
Medical Advisors,
- Support to practices from Clinical Quality Facilitators
- “Dashboard” form that enables multi-dis clinicians to update GPTs that SBA/CS has
been given so that practice PMS can be updated accordingly
- Weekly data updates provided to GPTs
- Presentation/discussion of information at Practice Nurse forums.
- Collaborative Clinical Pathway currently being reviewed/updated

5. Training
- GPTs have received training as required/requested by Central PHO and TOAM staff
- Training/workshops and updates have been provided by TOAM staff to:
Barnardos (Antenatal Educators)
Pae Ora (Māori Health Directorate, MDHB)
Public Health Nursing Service
2 community pharmacies
Child Health team staff in the Pepi Haumaru project
- TOAM is orientating 5 new staff members: Midwife Matanga, Rural Matanga, Pasifika
Matanga and 2 general Matanga
- TOAM staff are undertaking the NTS training in order to become qualified Stop
Smoking Practitioners

6. Staff Support
- Clinical leadership roles as noted above (1, 2, 4)
- Support and relationship building with general practices and in particular with the 12
practices that currently have Matanga supported clinics.

7. PHO Activities to Increase Delivery of ABC in General Practice
As above (2, 3, 4, 5)
- Central PHO team meet weekly to identify practices (data analysis) needing extra
support with processes to enable target achievement and improved health outcomes.
- Afterhours calling by practice staff encouraged and several practices were supported
within a “small project” that enabled funds to be used to facilitate afterhours calling with
excellent results.
- Attended regional and national meetings/hui in support of providing Better Help for
Smokers to Quit:
- Health Promotion Development Group (regional)
- National Heart Foundation training – Change Talk for Stopping Smoking
- Te Ara Ha Ora National Tobacco Advocacy Service – (discussing the needs of this
region)
- MOH Teleconferences
- Tobacco Free Central meetings (local advocacy group)

8. Identifying and sharing the examples of best practice
As above.
MidCentral Stop Smoking Partnership project: Central PHO is part of a small project
team that includes members from MCPG, TOAM, Central PHO, and MidCentral Public
Health Unit working together supporting Community Pharmacy
• Provision of brief advice for smokers to quit on behalf and as an extension of general
practice teams;
• Initiation of nicotine replacement therapy (NRT) in the pharmacy; and
• Referral to Te Ohu Auahi Mutunga (TOAM), the MidCentral smoking cessation support
provider, for ongoing cessation support.
The service aims to meet patient and stakeholder need, including creating
documentation, developing web-based referral systems, and planning and providing
training for pharmacy team members. The project includes the requirement (where at
all possible) that the patient’s general practice is notified (with the patient’s permission)
of the brief advice provided in a community pharmacy so that general practice records
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are maintained and pharmacy team activity against health targets is recorded. In a
small number of pharmacies, this data is entered directly into the patient record via a
MedTech portal located in the pharmacy.
From 2nd May to 30th September 2016:








How do you evaluate
the effectiveness of your
above-mentioned
approaches towards
achieving the health
target?

553 people received SBA by a trained pharmacist or pharmacy technician
138 identified as Maori
510 were started on NRT
485 were referred to TOAM
225 Males
228 Females, 6 of whom were pregnant
26 had no GP or couldn't remember who their GP was.

As above (7) Key Central PHO staff meet weekly to review progress, discuss strategies
underway to ensure that the resources available are being deployed and utilised for the
greatest return.
Updated weekly targets achieved are presented on a large white-board within Central
PHO for ease of reference and making outcomes transparent to the wider team, and
facilitating strategies and effective targeting of resources.
Smoking Cessation project liaison meets with GPTs and our TOAM partner to analyse
results, discuss improvement initiatives and consider patient feedback.

What are the barriers to
achieving the target by
30 June 2017?

Stretched resourcing to help support GPTs with process and system requirements and
to ensure ABC is top of mind.
Fragmented systems approach to achieving health targets coupled with sometimes
inadequate, systematic data collection and reporting systems makes collection of robust
data difficult.
Updating data within Houston VIP PMS system appears problematic when changing
smoking status.

Please explain DHB and
PHO mitigation
strategies to address
these barriers over the
next quarter.

Practices need support to improve processes and systems in order to clean up data in
PMS to ensure that accurate patient information (i.e. demographics, read codes) is
kept.
Continue to work with Houston VIP practices to attend to data issues until the new PMS
system is chosen and implemented.
Joined up strategies and tactics, systems’ partnerships e.g. with Public Health Services,
Occupational Health Nurses, Community Pharmacy, local business.
Ensuring the most effective, equitable distribution of resources, capacity and
capabilities (Central PHO).
Enhanced Business intelligence and refreshed approach to audit and feedback report
and support (Central PHO).
System wide approach to data management and use (MDHB and Central PHO).

Smoking in pregnancy
90 percent of pregnant women who identify as smokers upon registration with a DHB-employed midwife or
Lead Maternity Carer are offered advice and support to quit smoking.
The Ministry provided the following data obtained from the Midwifery and Maternity Providers Organisation
(MMPO) database for MidCentral DHB in quarter one.
Note: The MMPO data represents around 80 percent of all pregnancies nationally .
Number of events
Smokers

Overall (Total)

Maori

440

77

72

28

Smoking prevalence

16.4%

36.4%

Percentage of smokers offered brief advice

94.4%

100%

Percentage of smokers offered cessation support

81.9%

92.9%

Percentage of smokers accepted cessation support

22.2%

21.4%

What has your DHB done this
quarter to support capture and
accuracy of data?

MidCentral District Health Board

This is done by the LMCs who are responsible for submitting their
own data.
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What are the barriers to reducing
smoking in pregnancy in your DHB?

Families being willing to engage and accept referrals as well as
supporting pregnant women to quit. All practitioners willing to ask
women and their families about smoking in pregnancy.

What has your DHB done this
quarter to increase the number of
pregnant women being offered
advice and support to quit smoking
by their midwife (independent and
DHB-employed), as early in
pregnancy as possible?

Smokelyzer (Carbon Monoxide Monitors) project –There has been
promotion and encouragement to LMC and all midwives to use
allocated Smokelysers. This quarter there has been one-on-one
opportunistic training with hospital midwives to use the smokelysers
and discuss this with women.

What activities has your DHB got
planned for next quarter to increase
the number of pregnant women
being offered advice and support to
quit smoking by their midwife
(independent and DHB-employed),
as early in pregnancy as possible?

Promotion of positive success stories from midwives and childbirth
educators who have experienced the offering of assessment using
smokelysers, this will be done by posting them on relevant
facebook pages and presenting them at meetings.

There have been discussions with the charge midwife regarding a
strategy to increase the use of smokelysers in the postnatal ward
and in the antenatal clinic by midwives and all other health
professionals.

Support from the Mataunga in the antenatal clinic and inpatient unit
to be implemented to support the work of the hospital practitioners

Note: MidCentral DHB does not employ midwives who work as Lead Maternity Carers, therefore the template for
reporting data from this source is not applicable, as confirmed by the Ministry of Health (Senior Advisor, Tobacco
Control Programme), 02/07/2015.

Health System
HS:

Supporting delivery of the New Zealand Health Strategy

An example on an action, initiative or activity delivered in the quarter relating to the delivery of the
New Zealand Health Strategy






People-powered
Closer to home
Value and high performance
On team
Smart system

Strategic theme

Q1 Activity

People-powered

Consumer involvement and active participation in maternity
services review implementation project

Closer to home

The Kauri Health IFHC Health Of Persons Team is an initiative
whereby services are provided in the community. Hospital
specialists are working alongside GPTs to improve patient care,
enabling easier access to specialist advice and support in the
assessment, treatment and care of older people with more
complex needs, preventing the need for hospital admission. This
is a recent development and due for evaluation in December
2016.

Value and high performance

Development and delivery of MidCentral’s System Level
Measures Improvement Plan through the district’s Alliance
Leadership Team

MidCentral District Health Board
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One team

Social Sector Trial DHB lead in transitioning five social sector
agencies to locally-led cross-sector model, supporting local
governance and shared vision for community, with genuine
community ownership and partnerships to ensure service
continuity

Smart system

Installation, testing and associated staff training in preparation for
‘Titanium’ (including digital radiography) – the electronic clinical
information system for the community child and adolescent oral
health service - going live mid-October.

Policy priorities
PP7:

Improving mental health services using transition planning and
employment

At least 95% of client discharged will have transition (discharge) plan
Numerator: The number of C&Y clients with a discharged from community mental health and
addiction services with a transition (discharge plan)
Denominator: Number of C&Y clients discharged from the community mental health and addiction
Child and Youth with a transition (discharge) plan
12 months to September 2016
Child and Youth (0 – 19 years)

Maori

Non Maori

Total

Number of clients discharged from the community service
Number of clients with a transition (discharge) plan from the
community service
Percentage of clients

157

538

695

81

423

504

51.6%

78.7%

72.6%

Cohort – inclusions / exclusions

Child and Youth teams.

To age of 19 at time of discharge

With a PRIMHD completion code or ‘DR’ ended routinely.

Exclude referrals that were not ‘accepted’ (e.g. rejected and cancelled referrals).

Exclude referrals that have no face-to-face (actual attendances).

Include only those referrals with 3 or more face-to-face attendances (i.e. only those referrals where the
client was seen 3 or more times).

MidCentral DHB Mental Health and Addictions Services were not set up to capture the
required data prior to November 2015 so the data reported only reflects up to 10 months.
The service are completing an audit process to determine all the contributory factors for not
achieving the required 95% targets of clients being discharged with a transition (discharge)
plan. This includes:
 Identifying client NHIs who meet the criteria and did not have a transition
(discharge) plan for quarter one of 2016/17.
 Identifying the problems and reporting back on any solutions that will require
significant time or change processes impacting on our ability to meet 95% target
promptly.
 Internal monitoring of compliance on a monthly basis until we meet and sustain the
target.
MidCentral DHB Mental Health and Addictions Services anticipate an improvement within 3
months.
MidCentral District Health Board
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PP8:

Shorter waits for non urgent mental health and addiction services
for 0 – 19 year olds

80% of people referred for non-urgent mental health or addiction services are seen within 3 weeks
and 95% of people are seen within 8 weeks
12 months: 01 July 2015 to 30 June 2016 (Report run date: 27 September 2016)
Mental Health
Provider Arm

≤3 weeks
3-8 weeks
>8 weeks
Total

Maori

125
49
23
197

Alcohol &
Drug
Provider Arm

Maori

≤3 weeks
3-8 weeks
>8 weeks
Total

41
6
1
48

Clients seen
Non Maori

511
152
60
723

386
103
37
526

Clients seen
Non Maori

59
8
0
67

0-19 Years (12 months to 30 June 2016)
Percentage (%)
Total
Maori
Non Maori Total
Maori

63.4%
24.9%
11.7%

73.4%
19.6%
7.0%

70.7% 63.4%
21.0% 88.3%
8.3%

0-19 Years (12 months to 30 June 2016)
Percentage (%)
Total
Maori
Non Maori Total
Maori

100
14
1
115

85.4%
12.5%
2.1%

88.1%
11.9%
0.0%

87.0% 85.4%
12.2% 97.9%
0.8%

Cumulative %
Non Maori Total

73.4%
93.0%

70.7%
91.7%

Cumulative %
Non Maori Total

88.1%
100%

87.0%
99.1%

Target

80%
95%

Target

80%
95%

Processes put in place to reduce waiting times - DHB Provider Arm Mental Health
Services

There have been a number of strategies put in place to assist in reducing wait times.
 Active recruitment has seen clinical vacancies being filled, including a psychiatrist
appointment for Oranga Hinengaro.
 The service has identified role specific functions that impact on the ability to book
routine appointments. This will be looked at as part of a service wide project we have
commenced focusing on the clinical pathway from referral to discharge to improve
services and mitigate specific issues.
 The service have also implemented a text reminder system to reduce the DNA (did
not attend) rate. Part of the implementation plan has included processes to evaluate
results.
Explanation of variances - DHB Provider Arm Mental Health Services
While the service was within 10% of the cumulative total target of 80% of 0-19 years olds
seen within 3 weeks and 95% within 8 weeks for non-urgent mental health and addiction
services, the service has identified a noteworthy variance for the percentage of 0 -19 year
Maori accessing services within 3 weeks. Analysis identified a number of cumulating factors
contributing to only achieving 63.4%:
 Over the 12 months there was a number of spikes in referrals resulting in an overall
increase for the reporting period.
 Access has been impacted by staff vacancies for clinical roles.
 Short notice or no notice for DNA (did not attend) appointments have meant the
appointment slot has not been utilised subsequently requiring future use of
appointment slots for rescheduling.

MidCentral District Health Board
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PP20:

Improved management for long term conditions (CVD, Acute
heart health, Diabetes and Stroke)

Focus Area 1: Long term conditions
Quarters 1 and 3- Teleconference-based reporting on progress to date on deliverables for Long Term
Conditions identified in the 2016/17 annual plans. The Minutes from the teleconferences will be taken
by the DHBs and provided to support any additional reporting arising from the teleconferences.
Quarters 2 and 4 - Confirmation and exception report against actions agreed in the Annual Plan
for 2016/17
Focus Area 2: Diabetes Services
Quarterly reporting is required on the implementation of actions in the Diabetes plan “Living Well with
Diabetes”, and reporting on the HbA1c indicator.
Quarters 1 and 3 – teleconference based reporting on progress to date on deliverables for
Diabetes identified in the 2016/17 Annual Plan. Minutes from the teleconference provided to
support any additional reporting arising from the teleconference..
Quarters 2 and 4 - Confirmation and exception report against actions agreed in the Annual Plan
for 2016/17
Numerator - enrolled people aged 15-74 in the PHO with diabetes and the most recent HbA1c during
the past 12 months of equal to or less than 64 mmol/mol, equal to or less than 80mmol/mol or equal
to or less than 100mmol/mol and greater than 100mmol/mol)
Denominator - enrolled people in the PHO aged 15-74 with diabetes on the Ministry of Health Virtual
Diabetes Register (VDR 2014).
Focus Area 3: Cardiovascular (CVD) Health



90% of the eligible population will have had their cardiovascular risk assessed in the last 5 years
Percentage of eligible Māori men in the PHO aged 35-44 years who have had a CVDRA in the
last five years.
Quarters 1 and 3 – teleconference based reporting on progress to date on deliverables for diabetes
identified in the 2016/17 AP.
Quarters 2 and 4 - Confirmation and exception report.
Numerator - enrolled people in the PHO within the eligible population who have had a CVD risk
recorded within the last five years
Denominator - enrolled people in the PHO who are eligible for a CVD risk assessment *
Males of Maori, Pacific, or Indian sub-continent ethnicity aged 35-74 years at the end of the reporting period
and enrolled with PHO
Females of Maori, Pacific, or Indian sub-continent* ethnicity aged 45-74 years at the end of the reporting
period and enrolled with PHO
Males of any other ethnicity aged 45-74 years at the end of the reporting period and enrolled with PHO
Females of any other ethnicity aged 55-74 years at the end of the reporting period and enrolled with PHO.

Focus Area 4: Acute heart service


70 percent of high-risk patients will receive an angiogram within 3 days of admission.



Over 95 percent of patients presenting with ACS who undergo coronary angiography have
completion of ANZACS QI ACS and Cath/PCI registry data collection within 30 days



Over 95% of patients undergoing cardiac surgery at the five regional cardiac surgery centres will
have completion of Cardiac Surgery registry data collection within 30 days of discharge (not
applicable to MidCentral DHB)
Quarters 1 and 3 – teleconference based reporting on progress to date on deliverables for acute
health services identified in the 2016/17 AP and progress in QI initiatives to support the improvement
of agreed indicators reported in ANZACS-QI
Quarters 2 and 4 - Confirmation and exception report.
Focus Area 5: Stroke services


6 percent of potentially eligible stroke patients thrombolysed



80 percent of stroke patients admitted to a stroke unit or organised stroke service with
demonstrated stroke pathway

MidCentral District Health Board
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80 percent of patients admitted with acute stroke who are transferred to inpatient rehabilitation
services are transferred within 7 days of acute admission (also % of acute stroke patients
transferred to inpatient rehab)
Quarters 1 and 3 – teleconference based reporting on progress to date on deliverables for stroke
identified in the 2016/17 AP and progress in QI initiatives to support the improvement of agreed
indicators reported in ANZACS-QI
Quarters 2 and 4 - Confirmation and exception report.

Focus Area 1: Long term conditions
Teleconference reporting for quarter 1
Teleconference notes submitted as part of from Q1 reporting.
1a)

Annual Plan deliverables

Annual Plan 2016/17 Objective and actions
2.3.4.2 Focus Area:

Early Identification and Management of Long Term Conditions - System Design

Reduce acute exacerbations resulting in a hospitalisation for people with chronic respiratory conditions through primary
and secondary interventions that are better connected with an agreed model of care

Specialists’ partnerships with GPTs

Pulmonary rehabilitation programme

Self-management and healthy lifestyle programmes

Specialist case reviews/ collaborative consultations
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Central PHO and MCH Respiratory Services will work
By 30 June 2017, 70% of people
collaboratively to implement processes and systems to
identified by community
support this measure. Data collection processes are to be
pharmacists as having poor control
established.
of asthma and/or COPD, have
improved control after 3 months
By 30 June 2017, admissions of
Patient Profiling lists and ASH data support the
patients aged 15+ years with
identification of adults (15+ years) with asthma and
asthma or COPD are reduced by
COPD in primary care. SWOF (Seasonal Warrant of
26% compared with 2014/15 base
Fitness) is an initiative in place to provide patients with
(504)
respiratory ASH admission with an action plan as a
preventative strategy.
Number of specialist communityTwo community pharmacies (Levin/Foxton) are aligned to
based clinic sessions completed
DHB funded project that utilises pharmacy staff to
per quarter for people with COPD
identify/support and improve outcomes for people (over
A
or asthma, from July 2016
15 years) with COPD/Asthma in relation to correct
medication/inhaler use. Collaborative process with
patients’ GPTs.
Percentage of enrolled patients in
The total percentage of enrolled patients with COPS, and
IFHC/Practice with diagnosed
those that are seen in specialist clinics is yet to be
COPD or asthma seen by specialist
identified.
clinicians each quarter
Standardised read coding - work in progress, to have
A
read coding standardised across the district
The process for data collection will be completed by the
end of quarter 2. The complete data set will be able to be
reported at the ned of quarter 3.
Average number of patient
Manawatu: average 14.6 (One Pulmonary Rehab
attendances throughout the district
Programme held this quarter: 8 attendees,117
per quarter at primary care based
attendances)
G
pulmonary rehabilitation
Horowhenua: average 13 (One Pulmonary Rehab
programme (for initial programme)
Programme this quarter: 11 attendees, 144 attendances)
(target 350)
Total: 261 attendances for Q1 2016

MidCentral District Health Board
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≥90% enrolled patients with COPD or
asthma have a comprehensive
individual action plan in place by 31
December 2016

≥50% of patients with chronic
respiratory conditions participate in
self-care programme(s) by 30 June
2017
Specialist consultations/case reviews
occur in minimum of five IFHCs/GPTs
from 01 January 2017
Percentage of enrolled patients with
COPD or asthma for whom specialist
case reviews or collaborative
consultations have been completed in
the last year

Work is underway to encourage the use of action plans at
every consultation for those with respiratory disease. The
initial work in this area is occurring within the seasonal
“warrant of fitness” programme. It is unlikely this this
target will be met within this timeframe. Standardised
read coding is key to this measure. This is work in
progress.
Pulmonary Rehab and Stanford: Living a Healthy Life
Programme are self-management programmes for
patients with chronic respiratory conditions. Fine tuning of
available data to indicate performance is underway.
Data collection processes are to be established.

Data collection processes are to be established.
A

Reduce unwarranted variation in general practice management of chronic kidney disease (CKD) to reduce progression to
end-stage renal failure

identification and management of early stage CKD in primary care

practice-based data

clinical audit in IFHCs/GPTs – prescribed medicines

implement options for redesign of secondary cares renal services
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Initial data indicates a low rate of coding for CKD. An
≥80% of people enrolled in the PHO
action improvement plan is in development to address the
with pre-diabetes or diabetes have
G
issues of both coding of CKD and reporting against this
had their kidney health status
recorded
measure.
≥15% of Māori and Pacific people with
Standardised codes and routine coding practice are
chronic kidney disease enrolled in the
central to this measure. Fine tuning of available data to
PHO receive Enhanced Care Plus
indicate performance is underway.
packages of care by 30 June 2017
≤10% of people with CKD enrolled in
Baseline auditing is scheduled to take place in the next
audited practices/IFHCs have been
quarter.
G
prescribed “the triple whammy”
Commence implementation by 30
September 2016 (secondary renal)

G

Increased percentage of people
receiving dialysis will be managed
using Continuous Ambulatory
Peritoneal Dialysis (CAPD) by 30
June
Progress
Status
Legend:

Pre-renal patient management and unit capacity have
been identified as the two recommendations from the
renal project which require an immediate implementation
plan – this is in progress with short term project
management planning support by a wider steering group
including consumers.
Planning will see the establishment of 3 dialysis chairs at
Horowhenua Star 4 facility initially 3 days per week – this
will enable 3 patients per week to dialysis in Levin,
moving forward the number of sessions will be increased
to a maximum of 12 patients per week able to dialyse off
the MCH site.
In progress as part of the renal Project implementation
plan.

G

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to return
to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated with
R achieving objectives and performance measures (exception report required outlining risk mitigations, remedial action
and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones
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Focus Area 2: Diabetes Services
Teleconference notes submitted as part of from Q1 reporting.
2b)

Budget 2013

CFA Variation – Budget 2013

Volumes

Increased community podiatry
volumes for people with diabetes

Number of Individual Patients Seen by a Podiatrist, by Locality
Otaki
Manawatu
Horowhenua
Tararua
Unknown
51
268
248
46
6

Total
619

Number of Podiatrist Consultations by Locality
Otaki
Manawatu
Horowhenua
79
344
324

Tararua
60

Unknown
9

Total
816

Pacific
19

Unknown
6

Total
816

Podiatry Consultations by Ethnicity All Localities
Asian
European
Māori
Other
28
560
202
1
Podiatry Consultations by Age Group - All Localities
0-17
18-24
25-44
45-64
0
2
34
255

DCIPS/Diabetes management:
Increased provision of
psychological support for people
with chronic conditions

65+
525

Total
816

53 new referrals (29 were female) this quarter to the Adult service for
people with chronic conditions - 6 more than the last quarter. Thirteen
re-referrals were also received. New referrals this quarter:
o Cardiac conditions
18
o Diabetes
18
o Respiratory
4
o Renal
5
(non qualifying
8)
Eighteen of the new referrals were from hospital-based services and
35 from community-based referrers
New referrals by ethnicity:
o NZ European
39
o Maori
11
o Pacific
0
o Other
3
New referrals by district location:
o Tararua
2
o Manawatu
12
o Palmerston North City
15
o Horowhenua
23
In total, 349 sessions were delivered this quarter.
Service for children with chronic or life limiting conditions
Twenty-one new referrals this quarter (14 females) – an increase of
one compared to the last quarter. Seventeen of the new referrals were
from hospital-based services and four from community-based referrers.
There were also eight re-referrals. New referrals this quarter:
o Cardiac
2
o Diabetes
2
o Autism Spectrum
6
o Renal
1
o Respiratory
1
o Other
8 (genetic, neurological,
gastrointestinal, dermatological)
o Non-qualifying conditions 2
New referrals by ethnicity:
o NZ European
o Maori

MidCentral District Health Board
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New referrals by district location
o Palmerston North City
11
o Horowhenua
3
o Manawatu
4
o Tararua
3
221 total sessions delivered.

2c)

Annual Plan deliverables

Annual Plan 2016/17 Objective and actions
2.3.4.2 Focus Area: Early Identification and Management of Long Term Conditions - Diabetes
Improve the delivery of equitable services for people living with diabetes through primary and secondary interventions
that are better connected with an agreed model of care

MidCentral DHB’s Diabetes Partnership Framework

Refined diabetes-related Collaborative Clinical Pathways

Early identification of pre-diabetes

Review all enrolled patients with diabetes annually

Diabetes Care Improvement Plans in all GPTs’ Long Term Conditions Plans

Addressing gap analysis against the Quality Standards for Diabetes Care in NZ

Scheduled specialist case reviews and/or collaborative consultations

People participating in self-management and healthy lifestyle programmes
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Percentage of people (all ethnicities)
Data over the last quarter demonstrates an increased
enrolled in the PHO aged 15 – 74
number of people coded with diabetes.
years diagnosed with diabetes with
the most recent HbA1c during the
Steady percentage increases toward targets are
G
past 12 months of:
evident and encouraging, with an overall decrease in
- ≤64 mmol/mol (target of ≥75%)
- ≤80 mmol/mol (target of ≥90%)
the number of people with an HbA1c over 100.
- ≤100 mmol/mol (target of ≥97%)
- >100 mmol/mol (target of ≤3%)
CCP refinements completed for
All 6 Diabetes pathways are currently under review,
implementation from 01 January 2017 G
with an expected completion date in the next quarter.
≥85% of enrolled patients with
diabetes have had annual diabetes
review within the last year

G

≥10% of enrolled patients at the
identified IFHCs/GPTs with diabetes
for whom specialist case reviews or
collaborative consultations have been
completed in the last year
≥50% of enrolled patients with
diabetes participate in self-care
programme(s)

Case reviews/collaborative
consultations for people with diabetes
commenced from 01 January 2017
Progress
Status
Legend:

G

G

Central PHO clinicians are working closely with general
practice teams to build GPT capability and
competence in the care of people with diabetes and
the delivery of annual reviews.
Central PHO and Diabetes and Endocrine Services will
work collaboratively to implement processes and
systems to support this measure. Data collection
processes are to be established.
Diabetes Trust modules, PETALS (Horowhenua
locality) and Stanford: Living a Healthy Life
Programme are self-management for patients with
diabetes. Fine tuning of available data to indicate
performance is underway.
Central PHO and Diabetes and Endocrine Services are
partners in the Collaborative Triage Project which is
underway.

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to
return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated with
R achieving objectives and performance measures (exception report required outlining risk mitigations, remedial
action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones
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Focus Area 3: Cardiovascular (CVD) Health
Teleconference notes submitted as part of from Q1 reporting.

3a)

Performance indicators:

Indicator 1:

Ethnicity
Māori
Pacific
Other
Total
Indicator 2:
Previous
quarter’s
results
Māori

90 percent of the eligible adult population will have had their cardiovascular disease
risk assessment (CVDRA) in the last five years
2016/17 Annual Target: 90%. Result as at 30 September 2016
Previous
quarter’s
Change from last
Numerator
Denominator Percentage
results
quarter
83.4%
6506
7819
83.2%
-0.2%
83.6%
1026
1241
82.7%
-0.9%
91.8%
36454
39912
91.3%
-0.5%
90.3%
43986
48972
89.8%
-0.5%
Percentage of eligible Māori men in the PHO aged 35-44 years who have had a
CVDRA in the last five years.
Result as at 30 September 2016
Change from
Numerator
Denominator Percentage
last quarter
813
1350
60.2%
-1.2%

Report period

2016/17 Quarter 1

CVDRA coverage levels for Indicator 1
and 2 to date including progress or
maintenance status

There has been a small decrease in the number of CVRA
completed, across both indicators.

Activities to support the achievement of
the target and initiatives to improve
performance, including:
 Specific services to support Māori and
other high-risk populations
 An update on use of the Budget 2013
More heart and diabetes checks
funding
 Description of monitoring and service
improvement models for CVD risk
factor management.

Central PHO has refreshed the content and presentation of
weekly data reports to practices, including specifically reporting
on Maori men aged 35-45 years.
Particular focus continues to be applied to those 11 practices
yet to meet the 90% target, across both indicators.
More Heart and Diabetes funding has been used to cover
advertising, additional clinical resource and development hours
required to meet changing reporting requirements.
A Clinical Champion is being recruited to further support
general practice teams with implementing service improvement
systems and processes.

Barriers to achieving the target and
mitigation strategies over next quarter by
DHB and the PHOs

Resource constraints have previously been noted.
A discerning approach is being applied to ensure available
resources are used effectively.
Activities are scrutinised and a plan-do-study-act approach is
undertaken to evaluate and improve effectiveness.

CVD Risk Levels:
Risk level/stratification
Mild (<10%)
Moderate / high (10-15% and
15-20%)
Very high (>20%)
Total risk stratified

MidCentral District Health Board

Māori

Pacific

Other

Total

Numerator Percentage Numerator Percentage Numerator Percentage Numerator Percentage
3186

52.1%

495

52.4%

21808

65.8%

25489

63.4%

2537

41.5%

376

39.8%

9980

30.1%

12893

32.1%

394

6.4%

73

7.7%

1334

4.0%

1801

4.5%

6117

944

33122

40183
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3b)

Annual Plan deliverables

Annual Plan 2016/17 Objective and actions
2.3.4.2 Focus Area:

Early Identification and Management of Long Term Conditions Cardiovascular risk and cardiac disease

Improve identification and management of cardiovascular risk across all eligible population groups enrolled in primary
care

Cardiovascular risk assessments

Male Māori receiving CVDRAs and those with a medium to high risk score receiving Enhanced Care Plus
packages of care

Clinical dashboard for all GPTs
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4

By the end of each quarter,
≥90% of all eligible PHO
enrolled adults have had their
cardiovascular risk assessed
in the last 5 years
Progressive improvement each
quarter toward 90% of Māori
men enrolled in the PHO aged
35 – 44 years have had their
cardiovascular risk assessed
in the last 5 years as at end
June 2017

Percentage of people (by
ethnicity) who have an
assessed CVD risk with a
medium to high risk score
(≥10%)
By 30 June 2017, ≥75% of
Māori men with a CVD risk
level ≥20% are receiving
Enhanced Care Plus packages
of care
Progress
Status
Legend:

G

A

G

G

Quarter end results are at 89.8%, 0.2% from meeting
the target and a 0.5 percentage point reduction on the
result reported last quarter. (See above).
For period ending September 2016, 60.2% (n.813) of
1350 Māori men aged 35- 44 years have had their CVD
risk assessed in the last five years. This is a small
reduction in the result reported three months ago
(61.4% of 1360 men)
Mitigation and improvement strategies include weekly
reporting to practices, the engagement of a clinical
champion to work with practices to improve systems
and processes and regular monitoring and support of
those practices below target.
47.9% of Maori people who have had CVRA have a
medium to high risk score
47.5% of Pacific people who have had CVRA have a
medium to high risk score
34.1% of Other ethnicity people who have had CVRA
have a medium to high risk score.
The process for data collection will be completed by the
end of quarter 2. The complete data set will be able to
be reported at the end of quarter 3.

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to
return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated with
R achieving objectives and performance measures (exception report required outlining risk mitigations, remedial
action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones
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Focus Area 4: Acute heart service
Teleconference notes submitted as part of from Q1 reporting.
4a)

Performance Indicators

Indicator 1:
2015/16

70 percent of high risk patients will receive an angiogram within 3 days of admission
Jul

By month 18/25

Aug

Sep

17/27

20/25

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

Jun

(%) 72%
For quarter

63%
80%
55 / 77 (71.4%)

Indicator 2:
2015/16

Over 95 percent of patients presenting with ACS who undergo coronary angiography have
completion of ANZACS-QI ACS and Cath/PCI registry data collection within 30 days
Jun

By month 20/20

Jul

Aug

23/25

26/27

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Apr

May

(%) 100%
For quarter

92%
96.3%
69 / 72 (95.8%)

* Data for this indicator is reported one month in arrears

Where the indicator has not been met, describe any barriers to achieving the indicator and any mitigation
strategies for these to be applied over the next quarter. Where the indicator has been met, describe the
next steps to be applied to further improve the percentage in the next quarter.
Indicator 1:
While running close to the acceptable threshold it is of note that the service operate from a shared DSA
facility and only have access to lab on three half day sessions. Delays are generally due to delayed
access to our lab or for direct transfer to Wellington Hospital on occasion.
Indicator 2:
The dedicated resource to monitor registry completion, in addition to shared working with the ANZACS-QI
team at Wellington Hospital have made a positive impact on results.

4b)

Annual Plan deliverables

Annual Plan 2016/17 Objective and actions
2.3.4.2 Focus Area:

Early Identification and Management of Long Term Conditions Cardiovascular risk and cardiac disease

Improve the delivery of equitable and timely services for people with heart disease through primary and secondary
interventions that are better connected with an agreed model of care

Cardiac-related Collaborative Clinical Pathways

Community-based cardiac rehabilitation options

Community-based integrated heart failure patient management programme

Local heart failure registry

Impact of the Acute Chest Pain Pathway

Central Region’s minimum standards and guidelines for echocardiography
Improve the provision of timely interventional cardiology services to address equity of access for MidCentral’s
population with reduced waiting times for referred procedures and improved diagnostic services

Implementation of phased programme of work for Cardiology

Further develop cardiac diagnostic services

Utilisation of available session capacity for angiograms
Increase cardiac surgery discharges to agreed minimum level for our population

Consistent access to tertiary level cardiac services through Central Cardiac Network
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Performance measures and
milestones
Refine and strengthen
implementation of cardiac-related
Collaborative Clinical Pathways by
December 2016 (atrial fibrillation,
hypertension and congestive heart
failure)
Reduce ambulatory sensitive
hospitalisation rate for total
cardiac related ASH conditions for
people aged 45 – 64 years (nonstandardised)
Target: ≤1772 per 100,000 total
population

Progress status
Qtr Qtr Qtr Qtr
1
2
3
4

Not yet due
--

A

At least two IFHCs offer access to
management of heart failure with
specialist support for moderate to
high complexity patients by 30
June 2017
All people referred for a cardiology
first specialist assessment wait no
longer than four months from
prioritisation of referrals
Number of community-based clinic
sessions completed per quarter,
from July 2016
Percentage of enrolled patients in
IFHC/GPTs with diagnosed
congestive heart failure seen by
specialist clinicians each quarter
Acute Chest Pain Pathway
(EDACS tool) evaluation
completed by 30 October 2016
Complete feasibility of stress
echocardiography service by 30
October 2016
Percentage of patients with a new
diagnosis of atrial fibrillation who
have echocardiography within 3
months for routine referrals
≥70% of high-risk patients receive
an angiogram within 3 days of
admission (day of admission
being day 0)
Standardised intervention rate for
coronary angiography is ≥ 34.7
per 10,000 population by 30 June
2017
Standardised intervention rate for
percutaneous revascularisation is
≥12.5 per 10,000 population by 30
June 2017

MidCentral District Health Board

Results and exception report

--

G

A

A

For 12 months to end June 2016
Standardised
45 - 64 years of age ASH Rate per
100,000 pop.
ASH Condition
Maori Total
Angina / Chest
1457 1251
pain
Myocardial
303
310
infarction
Congestive heart
529
146
failure
Hypertensive
101
26
disease
Other ischaemic
106
55
heart disease
Total cardiac 2496 1787
related conditions

ASH events

Change
over last
12 mths

Maori Total
89
578



19

153



34

77



6

12



6

25



154

845



Not yet due, but specialist clinics held in one IFHC
continue for patients with CHF.

No patients were waiting greater than 4 months for
their cardiology FSA
In progress. The process for data collection will be
completed by the end of quarter 2. The complete data
set will be able to be reported at the end of quarter 3.
The process for data collection will be completed by the
end of quarter 2. The complete data set will be able to
be reported at the end of quarter 3, but is subject to
read coding completions and data matching.
Not yet due

--

Not yet due
--

Data not yet available
A

Achieving target - see above
G

Achieving target - refer SI4
G

Significantly below national target rate - refer SI4
A
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Monthly audits of case start and
finish times of angiogram
completions

Report of angiogram times, case
completions, and variances
reviewed by Governance group
each month
Standardised intervention rate for
cardiac surgery increases toward
the national target of ≥6.5 per
10,000 population
Progress
Status
Legend:

On track. This is completed monthly by the Head
Physiologist, Cardiology Service. Breaches are identified
and the reasons for the breaches form part of the report
– this is agenda item at the Cardiology Governance
group meetings.
On track. Governance group has been re-configured to
include increased primary representation for nursing
and medicine. Reporting requirements to the group will
align with the national expected standards as well as
ESPI and Diagnostic wait time indicators.
On track. Refer SI4

G

G

G

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to
return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated with
R achieving objectives and performance measures (exception report required outlining risk mitigations, remedial
action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones

Focus Area 4: Stroke services
Notes from regional teleconference submitted.

6 percent of potentially eligible stroke
patients thrombolysed

Numerator
Denominator
Percentage

2016/17 Quarter 1
Apr-Jun 2016
Jul-Sep 2016
confirmed results
provisional results
8
9
58
43
13.8%
21%

80 percent of stroke patients admitted
to a stroke unit or organised stroke
service with demonstrated stroke
pathway

Numerator
Denominator

47
57

50
62

Percentage

82.5%

80.6%

Percentage of acute stroke patients
transferred to inpatient rehabilitation
services

Numerator
Denominator
Percentage
Numerator
Denominator

19
57
33.3%
19
19

9
62
14.5%
9
9

Percentage

100%

100%

Reporting period
Indicator:

Data collection period

80 percent of patients admitted with
acute stroke who are transferred to
inpatient rehabilitation services are
transferred within 7 days of acute
admission

Note: Results for the current quarter are provisional only, based on incomplete data with clinical records not fully coded for all
eligible patients in the month prior to the report due date. Provisional results will be updated and confirmed in the report for the
following quarter.
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Where the indicator has not been met, describe any barriers to achieving the indicator and any mitigation
strategies for these to be applied over the next quarter. Where the indicator has been met, describe the
next steps to be actioned to further improve the percentage in the next quarter.
Thrombolysis: Indicators met with improved 24/7 access for tPA with Telestroke pilot.
On-going health professional education is provided regarding thrombolysis regularly with the ED health
professional teams. Teaching is provided by Consultant Neurologist at orientation for ED medical health
professional. The CNS for the acute stroke service with the support of the Nurse Educators in ED teach
nursing teams with a focus on acute stroke assessment and triage and management (Telestroke and in
hour practices). The CNS regularly works alongside nursing team members within the ED in the
administration of thrombolysis for acute stroke. The practical teaching is further supported by RN study
guides for thrombolysis that all ED RNs complete. Monthly in-service teaching in ED, MAPU, CCU, ASU
also occurs. Providing ongoing education is important particularly as the turnover of staff members
working within ED is never static.
Regular feedback is provided to the ED teams regarding patient outcomes from emergency stroke
thrombolysis. This feedback is important to motivate collaborative workings to improve door to needle
times for better patient outcomes and resource management.
Monthly thrombolysis Governance to discuss cases to develop knowledge, skills, practices and
processes to improve care delivery for patients occurs at a local and regional level.
Acute Stroke Service: Patients not located in the ASU are closely monitored and overall there is a
clinical justification for this i.e. a need to be within another speciality setting or resources to meet
primary/other medical conditions. The acute stroke MDT outreach to those patients daily to ensure best
practice stroke care provided.
Annual Plan 2016/17 Objective and actions
2.3.4.2 Focus Area:

Early Identification and Management of Long Term Conditions - Stroke

Increase access to quality assured 24/7 acute stroke and thrombolysis services

Tele-stroke pilot with relevant central region DHBs

Improvement project with Emergency Department and St John Ambulance
Ensure people who have experienced a stroke and admitted to hospital receive early active rehabilitation services

Standardised referral pathways for delivery of outpatient and community-based rehabilitation services
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
≥6% of potentially eligible stroke
20% See above
G
patients are thrombolysed
≥80% of stroke patients are
74% See above
admitted to a stroke unit or
G
organised stroke service with
demonstrated stroke pathway
Tele-stroke pilot evaluation report
This will be completed during the project and
completed by 31 December 2016
G
following the completion of the telestroke pilot In
Improvement project plan for
“door-to-needle” time established
by 31 March 2017
≥80% of patients with acute stroke
who are transferred to inpatient
rehabilitation services are
transferred within 7 days of acute
admission
Referral pathways and processes
in place by 30 September 2016

MidCentral District Health Board

G

December 2016
Regional Stroke group meet 2 monthly – door-toneedle time is addressed as an agenda item.
100% See above

G

A

Minimal progress during Q1
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≥95% of patients referred to
community rehabilitation services
receive a face-to-face contact
within 5 days of discharge from
hospital
Progress
Status
Legend:

65%. Result has been impacted by patients not being
seen within 5 days of discharge from hospital by
Occupational Therapy (OT) and Speech Language
Therapy (SLT). Staff vacancies for SLT have contributed
to delay. Further investigation is required in regards to
OT delay.

A

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to
return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated with
R achieving objectives and performance measures (exception report required outlining risk mitigations, remedial
action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones

PP21:





Immunisation coverage

95 percent of eligible children fully immunised at 24 months of age
90 percent of eligible children fully immunised at 5 years of age
65% of eligible girls receiving dose 3 of HPV vaccine (2002 birth cohort measured at 30 June
2016)
Provide exception qualitative report where target coverage rates have not been achieved advising
how the DHB will track towards higher coverage
Quarter 1, 2016/17
Milestone Age: 24 months
No. eligible children
Fully immunised for age*
Actual
Target

Total
538
502
93.3%
95%

Maori
207
193
93.2%
95%

Pacific
25
24
96.0%
-

NZ European
225
213
94.7%
-

Asian
43
42
97.7%
-

Other
38
30
78.9%
-

Milestone Age: 5 years
No. eligible children**
Fully immunised for age
Actual
Target

Total
604
563
93.2%
95%

Maori
219
204
93.1%
95%

Pacific
33
33
100%
-

NZ European
241
228
94.6%
-

Asian
49
45
91.8%
-

Other
62
53
85.4%
-

Data as at: 30/09/16
*Fully immunised at age 24 months is defined as having received all measured immunisations scheduled for 6 weeks, 3
months, 5 months and 15 months of age. **Fully immunised at age 5 also includes the immunisations for 4 years of age. The
child must have received all age-appropriate doses of diphtheria, tetanus, whooping cough, polio, hepatitis B, Haemophilus
influenzae type B, pneumococcal, measles, mumps and rubella vaccines.

MidCentral DHB has not achieved target for the 2-year milestone with a 93% coverage rate
for the quarter, but the DHB is progressing toward the increased target of 95% for 5-year old
coverage by June 2017. It is encouraging to note equity across Maori and Pasifika children.
The focus currently is around achieving all targets and the team is working hard to progress
the 5-year target by once again utilising a cross sector model to achieve this. This cohort of
children, on average, keep good health and so it is important to maximise and check
immunisation status when the children do present at General Practice. Work will continue.
Each child not immunised within the cohort is known to the team.
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PP22:

Improving system integration

Progress on delivery of the actions and milestones to improve integration identified in DHB Annual
Plans.
Annual Plan 2016/17 Objective and actions
2.3.4.1 Focus Area:

Acute Care System – Acute and urgent care in primary care

Increase capacity and capability of General Practice Teams to better assist people presenting with acute illnesses
requiring urgent care through implementation of agreed Collaborative Clinical Pathways for specified conditions and
community-based options for acute care

Increase in POAC services

Partnership with St John Ambulance

Three Collaborative Clinical Pathways

POAC service antibiotic utilisation audit

Population profiling (risk stratification) in selected IFHCs

Oversight and management of ASH – IFHCs/GPTs

District-wide model of Urgent/Acute Care inclusive of after hours
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Total presentations to the
Initiatives underway to further implement POAC and
Emergency Department are
increase CCP usage. Currently, CPHO working on
contained within 1.8% growth in line
accessing data currently.
with population growth over the year
Reduced acute admissions and
Initiatives underway to further implement POAC and
acute medical bed days for
increase CCP usage.
A
congestive heart failure and
Director of Innovation & Development, CPHO is currently
gastroenteritis
working on accessing data.
Reduced proportion of total
Director of Innovation & Development, CPHO currently
A
population utilising acute bed days
working on accessing data.
Five IFHCs commenced use of tool
In progress. All IFHC and GP Teams undertaking
G
by 01 January 2017
seasonal warrant of fitness initiatives have been
supported to use practice profiling tool.
Establish a target percentage
Not yet completed, underway with Director of Innovation
reduction of hospitalisations for
& Development, CPHO in collaboration with IFHC’s.
A
ambulatory sensitive conditions for
higher volume GPTs/IFHCs by 30
September 2016
District-wide model of urgent/acute
Underway as aspect of UCDG work programme. Co
care co-designed by ED, St John,
design of POAC, District Nursing alignment and St John
G
District Nursing, and General
redirection all in progress.
Practice by 31 March 2017
2.3.4.1 Focus Area:
Acute Care System – Acute and urgent care in primary care
Improve effectiveness of urgent and acute care response to patients identified as ‘frequent users’ of the Emergency
Department, St John Ambulance, General Practice and/or After-hours clinics

Individualised care planning for identified cohort with GPTs, St John, ED and After-hours/urgent care clinics
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Cohort of patients identified by 31
Not due this quarter
December 2016
Proactive collaborative
Not due this quarter
individualised plans of care are
established for at least 50% of the
identified cohort of patients by 30
June 2017
Reduced number of ED
Not due this quarter
attendances and hospital
admissions by the identified
individual patients with care plans
per annum (2017/18 year)
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Integrate District Nursing teams with interested IFHC/GPTs and iwi/Māori partners by December 2017

Integrated care documentation

Referral pathways

Pilot implementation and evaluation with 2 IFHCs
Multidisciplinary case review
Initiative on track.
process in place in pilot sites by 31
December 2016
Increased number of collaborative
Not due this quarter
District Nurse clinics with IFHCs /
GP teams from 01 February 2017
Evaluation of pilot completed by 28
Not due this quarter
February 2017
Case for change submitted for
Not due this quarter
approval by 30 June 2017
Implementation commenced from
Not due this quarter
01 July 2017 (subject to approved
case)
Improve system to better respond to seasonal increases in the number of patients presenting with acute and urgent
care needs

IFHCs/POAC sites seasonal planning and scheduling

Coordinated response and escalation planning

Public communications strategy

“winter warrants of fitness” for patients with long term conditions
Sites identified by 01 December
Initiative on track.
2016
Escalation plan and protocols
Not due this quarter
developed by 01 March 2017
Five IFHCs/POAC sites identified to
Not due this quarter
pilot escalation plan by 01 March
2017
≥20% reduction in ED presentations
Not due this quarter
and acute admissions for the
identified cohort of patients (Chronic
Obstructive Pulmonary Disease,
Congestive Heart Failure)
2.3.4.2 Focus Area:
Early Identification and Management of Long Term Conditions – System Design
Improve access to specialist medical and surgical services provided throughout the district by connecting and
transforming primary, community and specialist services

District-wide specialist / primary health care services in IFHCs/GPTs (diabetes, cardiac and respiratory conditions)

Orthopaedic, urology and ophthalmology access criteria and service components

Relationship between Public Health Nursing, Vision Hearing Testing service and IFHCs/GPTs
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Roadmap identifying district-wide
MCH Operations Director, MDHB GM Strategy, Planning
specialist / primary health care
and Performance and CEO Central PHO met and agreed
services to be delivered in
approach and service priorities - cardiac, respiratory,
IFHCs/GPTs, with a planned
diabetes, urology, orthopaedic and ophthalmology. IFHC
G
approach between MidCentral
maturity matrix planning has commenced – meeting
Health and Central PHO in
scheduled with IFHCs next quarter.
partnership with IFHC/GPTs.
Approach and service priorities
agreed by 30 September 2016
Agreed indicators established by 31
Cardiac, respiratory, diabetes, urology, orthopaedic and
G
December 2016
ophthalmology indicators to be developed next quarter.
Roadmap developed by 30 June
IFHC maturity matrix will contribute to road map.
G
2017
Ophthalmology service access
criteria reviewed by December 2016

MidCentral District Health Board

Ophthalmology prioritisation tool and access criteria
being developed as part of central region’s network.
MidCentral Health has commenced strategic planning for
service. At this stage not likely to achieve milestone date
for access criteria – subject to central region’s timeframe.
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Identified components of
ophthalmology service model
implemented by 30 June 2017
Case for change for orthopaedic
clinics in primary care settings
completed for approval by 30
September 2016

Not due this quarter
Milestone not met with case for change requiring further
work. As the intention remains to deliver services in
primary care settings, based on the pilot conducted in
2015/16, an appointment to the physiotherapy position
has been made and an expression of interest for the
nurse position is underway. The service will be supported
by the Orthopaedic Clinic, the outreach FSA clinic will
commence before the end of the year, conducted from
the Palms Radius Medical Centre.
Discussions held between PHS Clinical Nurse Manager
and Feilding IFHC. There is agreement in principle which
needs formalising. Initial engagement with the newly
opened Kauri Health IFHC.
The Health Promotion Coordinator and Clinical Nurse
Manager are the link staff. Both are part of the Feilding
IFHC combined group that is working on the childhood
obesity project.
Not due this quarter

A

Develop formalised referral
pathways between PHNs and VHTs
with at least two IFHCs by 30
September 2016
Link staff (health promoters and
public health nurses) are identified
by 30 September 2016

A

G

Memorandum of Understanding
developed between PHNs/VHTs
with at least two IFHCs by 31
December 2016
At least one joint area of population
health focus identified per IFHC with
whom an MoU is signed by 30 June
2017

Not due this quarter

Increase access to primary and community care services closer to home

Case for change to establish south-western IFHC

Horowhenua locality plan
Progress status
Results and exception report
Performance measures and
Qtr Qtr Qtr Qtr
milestones
1
2
3
4
IFHC case for change submitted for
Project Manager has commenced this quarter.
approval by 31 December 2016
Locality plan completed by 31
Locality plan framework to be progressed next quarter.
March 2017
2.3.4.2 Focus Area:
Early Identification and Management of Long Term Conditions – System Level
Measures
Improve overall health system performance through introduction and implementation of the national System Level
Measures Framework

SLM improvement plan
Performance measures and
milestones

Progress status
Qtr
1

SLM Improvement Plan submitted
to MoH by 20 October 2016 (Qtr 1)
for approval by 30 November 2016
Implementation plan improvement
milestones for identified measures
achieved by 30 June 2017
Progress
Status
Legend:

Qtr
2

Qtr
3

Results and exception report

Qtr
4
Please see attached SLM Improvement Plan

G
Not due this quarter

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to
return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated with
R achieving objectives and performance measures (exception report required outlining risk mitigations, remedial
action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones
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PP23:

Improving wrap around services – Health of older people

Progress on delivery of the actions and milestones to improve wrap around services for older people
identified in DHB Annual Plans
Annual Plan 2016/17 Objective and actions
2.3.5.1 Focus Area: Services for People with Dementia
Increase access for family/whānau carer education programme options

Carer education/training programmes

Dementia Collaborative Care Pathway

Access to family carer education
Improve access for General Practice Teams (GPTs) to a range of dementia resources

dementia resources and central repository

Communication and promotion strategy
Improve knowledge and skills of primary care clinicians to better identify, manage and support people with dementia

Targeted education and training programme
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Offer relevant carer education
Not yet, but on track, trial of group training occurred at
and information to at least one
one Horowhenua (Fx) facility in September.
known family member by 30
June 2017
Dementia services within the
Not yet due, but on track.
district are connected to and
utilising the dementia CCP by
30 June 2017
Components and access to
Yet to be developed.
family carer education
confirmed by 30 June 2017 in
conjunction with TAS (subject to
CTAS programme timelines)
Relocate existing dementia
Not yet due, but on track.
resources to central repository
by 31 January 2017
Implement communication and
promotion strategy to inform
GPTs on available resources by
February 2017
Establish an appropriate,
targeted education and training
programme by 31 October 2016
Implement the targeted
education and training
programme in conjunction with
CentralPHO and GPTs from 1
January 2017
Increased use of the dementia
related READ codes by GPs
across the district
Progress
Status
Legend:

Not yet due, but on track.

A

G

Issues with international capacity to provide this via
video-link. Under discussion with newly formed Dementia
Action Group to consider alternatives locally through
other training means.
Yet to be developed.

A number of codes have been established, and are
currently with the CPHO clinical board for approval.

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to
return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated
R with achieving objectives and performance measures (exception report required outlining risk mitigations,
remedial action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones
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2.3.5.2 Focus Area: Needs Assessment and Service Coordination Services
Decrease the proportion of referrals waiting greater than 20 days for a first assessment by the NASC agency

Frailty indicators from interRAI data

NASC service utilisation and referral process

Short term support (Packages of Temporary Support)
Increase use of the interRAI assessment Mental Health functional assessment tool for all older adults with mental
illness requiring residential care

interRAI used for ageing people with mental illness and addictions

Diagnosis and clinical assessment protocols
Increase use of valid interRAI data to inform service development in hospital and primary care

Local clinical lead

Access and expectations of analytical support

Dissemination of data and report/s to sector clinicians
Promote learning from comparative data derived from the regional dashboard project

Implementation of local learning opportunities throughout 2017

Share and learn from regional interRAI data
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Establish baseline number of
Referrals are not specified from origin. However a new
clients assessed by NASC in
frailty clinical pathway has been shared and implemented
the quarter referred to HoP
into practice for NASC. Referrals are based on interRAI
G
specialist team for frailty
indicators and the 7 Prism indicators for frailty. This
process is embedded, known and utilised for the
Palmerston North HOP team.
Review NASC service utilisation
Not yet due, but on track.
and referral process by 31
December 2016. Service
improvement changes by 31
January 2017
Number of community-based
Under development and requires IT support for the
Packages of Temporary
necessary reports. This likely to be completed in quarter
A
Support initiated prior to first
three.
interRAI assessment
≥95% of older people receiving
96.4% of people now have a completed interRAI and care
long term home support
plan to guide supports. This is up from 93% last quarter.
G
services have a comprehensive
The percentage continues to grow and has targeted
clinical assessment and an
support to achieve this measure.
individual care plan
≤20% of referred people wait
This period 90.17% of people waited less than 20 days
greater than 20 days for a first
for a Needs Assessment and/or service coordination.
G
interRAI assessment
≥95% of all eligible older people
100% of those people entering residential care through
with mental illness requiring
MH or Older Persons NASC receive an interRAI
residential care services have
assessment.
G
had an assessment completed
using the interRAI MH
functional assessment tool
Implement diagnosis and
Not yet due, but on track.
clinical assessment protocols to
inform placement options for
residential care by 28 February
2017
Confirmation of local clinical
Completed. Process being led by the MCH Medical
lead to lead in hospital and
Administration Trainee.
G
primary care project on the use
of interRAI data by 31 July 2016
Confirmation of access and
Completed. Both an internal process is underway and a
expectations of analytical
separate process through TAS.
G
support by 31 August 2016
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Disseminate data and report/s
of analysis to sector clinicians
by 31 December 2016
in line with regional project,
outcomes from the regional
dashboard project are known by
January 2017 and shared with
sector providers
Local participation in and
representation at regional HOP
forums, such as HOP Network
and Regional Older Persons
Forum (twice per annum)

TAS regionally infographic data disseminate in October
2016. Local data being developed for same purpose.
Massey academic collection underway.
Not yet due, but on track.

G

Learning from data is being shared regionally, and locally.
An infographic, ‘Characteristics of older people in the
Central Region’ was developed and shared amongst the
many local networks. A new infographic with local data is
being modelled on the same format.

2.3.5.3 Focus Area: Aged Residential Care Services
Increase proportion of people in aged residential care facilities who have a relevant, up-to-date interRAI assessment
completed

Data and feedback provided to ARC forum

Identification of barriers to achieving target assessment rates

Review clients not assessed prior to ARC placement
Improve end of life care options for people living in Aged Residential Care facilities

Confirmation of funding and implementation of Palliative Care Service Initiative

Outputs and timeframes reviewed
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Baseline 64% as at December 2015.
Increased percentage each
quarter of people in ARC facility
Currently 78% against the national average of 84%.
who have a subsequent
Improvement noted.
G
interRAI Long Term Care
Facility (LTCF) assessment
within 230 days of previous
assessment
≥95% of LTCF people in ARC
93% against a national average of 87%. Note that it is
facility who have been
difficult to achieve 100% when there are other funders
assessed using an interRAI
supporting people into aged residential care at an earlier
G
Home Care assessment tool in
age (e.g. ACC, MOH under 65, Palliative Care) who then
the six months prior to first
transition to older persons funding once they age. The
LTCF assessment
logic of 100% is not attainable when this circumstance
occurs.
Twice per annum
Not yet due, but on track.
review clients not assessed
prior to ARC placementJanuary 2017 and July 2017
Confirmation of MoH funding
Completed.
and plan implementation of
G
Palliative Care Service Initiative
in ARC by 31 August 2016
Review implementation outputs
Not yet due
and timeframes against the
palliative care business case
with the provider by 30 June
2017
Progress
Status
Legend:

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to
return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated
R with achieving objectives and performance measures (exception report required outlining risk mitigations,
remedial action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones
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2.3.5.4 Focus Area: Specialist Services for Health of Older People and System Integration
Improve access to specialist community-based services for older people with complex health conditions

Evaluation of pilot specialist Health of Older People (HOP) team service

Service development plan for the specialist HOP team
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Complete evaluation of pilot
Not yet due, but on track.
specialist HOP team service colocated with one Palmerston
North IFHC by 31 December
2016
Subject to evaluation and case
Not yet known.
for change, qualitative
measures contained within the
business case are met
according to plan
Reduced number of referrals to
While on track, the outcome of this measure will not be
Elderhealth outpatient clinics
known until the completion of the evaluation in
G
and hospital-based allied health
December.
services
Case for change proposal
Not yet required.
submitted for approval by 31
March 2017
Reduce risk of injury resulting from falls through implementation of a district wide falls and fracture prevention
management programme throughout 2016/17

District-wide Falls Action Group work plan

Promotional programme of activities for falls awareness and prevention

Vitamin D supplements by ARC residents
Minimise risk of secondary/subsequent fractures through provision of a well-coordinated Fracture Liaison Service
(FLS) throughout 2016/17

Fracture liaison service embedded across the system

“Improving Falls and Fracture Service Outcomes for Older People; Prevention and Rehabilitation” programme
An education symposium for
On track for implementation.
falls prevention and
management in delivered for
the district by 30 April 2017
Deliverables and milestones of
The falls action group continue to raise awareness
Falls Action Group’s work plan
through their activities. Key this past quarter has been
G
achieved on time
the input and presence of key members participating in
the development of the ACC funded strength and balance
project about to be contracted to the Central PHO.
By 31 December 2016, ≥70% of
On track.
DHB-funded ARC residents will
have been dispensed vitamin D
within the past 3 months
Full reporting of FLS referrals
The Fracture Liaison Service has been established and
and utilisation, by 30 September
aligns with the MoH expectations that this service will
2016.
reduce the number of fracture suffered by older New
Zealanders. Initially the service was delivered out of 2
community based providers within the DHB seeing
patients referred through the Orthopaedic Fracture clinic.
The service has now expanded to encompass referrals
G
from all local GPs – to date 48 patients have been seen.
Support for community based management and referrals
include the Map of Medicine pathway. The establishment
of the service has included engagement with community
and secondary based providers through presentations
and education sessions focusing on the aims of the
fracture liaison service and an integrated approach to
ongoing patient care.
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PHO project support systems
established by 31 March 2017
to implement Improving Falls
and Fracture Service Outcomes
for Older People; Prevention
and Rehabilitation” programme,
with ACC

Not yet due, but on track.

Improve safe and effective medication management for people living in aged residential care facilities

Electronic medication management system(s)

Monitoring framework overseen by Integrated Medicines Management Leadership Alliance (IMMLA)
Establish baseline data set and
On track. Data collected in August 2016. Programme on
performance reporting system
track to further enhance the collection of data. Project
for medicines use and
manager assigned to work alongside ARC and local
medication management in
Community Pharmacy.
ARC facilities by 30 October
2016
Establish regular cross-sector
Not yet required.
monitoring framework overseen
by the IMMLA. Provide report
of findings for cross sector
information by end 30 June
2017
Progress
Status
Legend:

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to
return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated
R with achieving objectives and performance measures (exception report required outlining risk mitigations,
remedial action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones

PP25:

Prime Minister’s youth mental health project

Progress update report on actions to implement Initiatives 1,3, and 5 of the Prime Minister’s Youth
Mental health project


Initiative 1: School Based health Services in decile one – three secondary schools, teen parent
units and alternative education facilities

Initiative 3: Youth Primary Mental Health

Initiative 5: Improve the responsiveness of primary care to youth
(note: initiative 6 is reported under PP8 and Initiative 7 is reported under PP7)
1

School Based Health Services

a)

Provision of quantitative report on implementation of SBHS – per template

Completed? Yes
b) Narrative progress report on actions undertaken to implement Youth Health Care in Secondary
Schools: A framework for continuous quality improvement in each school (or group of schools)
with SBHS
Information provided is for the July - September 2016 quarter regarding SBHS colleges, alternative
education settings and TPUs. The Youth One Stop Shop (YOSS) are subcontracted to provide nursing
services to both the Highbury Whanau Centre (HWC) and Manawatu Community High School (MCHS)
on a weekly basis. Nursing services have been available to students onsite at the Kelvin Grove
Alternative Education (KGAE) site. All three AE sites have a registered nurse from YOSS working
onsite at each location for three clinical hours a week to provide a full range of nursing services to the
enrolled student population.
The recent Measles outbreak caused a delay in the number of HEADSSS assessments completed
during the last reporting period. The SBHS and Public Health Nurses have worked hard to address this
backlog. HEADSSS assessments are now on schedule, the PHS will ensure all eligible Year 9
students are completed by the end of the school calendar year.
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Because of the Measles outbreak, Waiopehu College has now added a voluntary question regarding
requesting the immunization status of their student population to the enrolment pack for 2017. The
college administration reports that most parents have supplied the information.
The Dates and Mates’ programme continued at Waiopehu College (delivered by health promotion staff
from MidCentral’s Public Health Service). Feedback from the students continues to be very positive;
some issues being raised during the sessions have prompted students to seek support from the SBHS
PHN and school counsellor. Anecdotally, there has been an improved knowledge and understanding
around sexuality and students are more confident to discuss issues that they have with the nurse. The
nurses are working closely with the PH Sexual Health Promoters.
The Mates and Dates Programme was also provided at the Alternative Education setting in Levin this
quarter. Positive comments have been received about the programme from the students and
management.
Contraception and STI screening continues – when students are not able to access their normal health
provider or their GP, having the SBHS/ PHN able to provide contraception, screening for STI and
treatment when required using standing orders is valuable. Having access to PH Medical Officer is a
core requirement for providing this service. Prompt intervention which is appropriate and timely works
well for the college student population. YOSS nurses also provide this service with access to their
doctors.
PHN’s and the Child Health Team have negotiated with Sport Manawatu to deliver an exercise
programme for those young people who have a raised BMI identified during the HEADSSS
assessment. Students are offered a referral to the “Active Teens” programme. The programme is run
at Horowhenua College.
YOSS service delivered to contract has continued over the reporting period. There has been a concern
raised over not having a GP led clinic at Horowhenua College. The wait time for appointments at YOSS
in Levin is lengthy.
Newest SBHS College -Tararua College; PHNs and the college have worked together to agree
processes and to clarify their respective boundaries. They have worked to identify the key liaisons
within the community to support students and families. This includes the school counsellor, Tararua
Health Group Youth Nurse, ARCs and CAFS. Referral pathways have been identified and documented.
Key issues highlighted mental health issues, high cannabis use, self-harming, anger management,
violence, bullying and sexual abuse.
PDSA Cycles
All SBHS Colleges: Extended PHN scope of practice continues which includes the provision of
medication for the treatment of a number of health presentations at the nurse-led clinics. SBHS nurses
continue to work under standing orders; there has been ongoing education and an audit to support the
standing order delivery. PDSA cycle reviewed and reset for 2016.
Te Kura Kaupapa Maori o Tamaki Nui A Rua and Te Kura-a-iwi o Whakatupuranga Rua Mano: SBHS
in Kura Kaupapa; Te Kura Kaupapa Maori o Tamaki Nui A Rua; Te Kura-a-iwi o Whakatupuranga
Rua Mano. Several meetings have been held and a briefing paper was developed and translated into
Te Reo, this was tabled at the Te Upoko o Te Ika Kura Kaupapa Māori Regional Hui in June at Te
Kura Kaupapa Māori o Tamaki Nui ā Rua (hosts), Dannevirke. The Public Health Maori Health Advisor
met to discuss the where to from here. The group supported the idea that the briefing be tabled for
further discussion and that the Kura be given the opportunity to take the korero back to their individual
settings and ask whānau for their feedback. From this feedback members of the collective will be able
to develop some issues/questions to pose to our group as it would be hoped we could be all present
for the next hui in September. This discussion has occurred. Our next steps are to:
 Await feedback from the collective in regards to issues/questions
 Await Invitation to next hui (date to be confirmed)
For now our group will continue to maintain our relationships with Kura, our services will continue to
respond to the needs of Kura as appropriate and as required.
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Service improvement - PDSA cycle development for 2015/6
1. Student Feedback – “Your Clinic, Your Voice, Your Health” pamphlet developed February 2016.
Collation of the responses onto a database commenced for evaluation. – Ongoing no analysis to
date, planned for January 2017.
2. Health Promoting Schools Rubric – Moving towards HPS, Manawatu College and Waiopehu
College – both have completed Rubric. QEC first visit completed, Horowhenua first visit completed
but they did not want to engage in this process at present.
3. Sexuality Education programme – “Mates and Dates” programme has been delivered at Waiopehu
College. 2 of 4 modules delivered to students at years 9,10 &11 over term 2, the balance will be
completed in term 3, dependant on school scheduling . Offered to Horowhenua College - declined.
PDSA Cycle for 2016: Measles has had a significant impact on the colleges over the term 2. It was
identified that the lack of immunisation records for the colleges created a significant workload for both
the school community and PHN & SBHS nurses. Although colleges are not legally required to keep a
register, a number have now chosen to develop a system to gather this information. The SBHS nurses
have worked closely with the colleges to support and guide the process. Consideration of privacy and
legal issues has been worked through to guide the colleges. Progress: see Waiopehu College action
above.
Annual Plan 2016/17 Objective and actions
2.3.3.1 Focus Area: Responding to young people in primary care
Ensure the delivery of accessible, confidential health care services to young people attending all decile 1-3
secondary schools (including composite schools, teen parent units and alternative education facilities)

continuous quality improvement in each school with SBHS focusing on BMI and confidentiality
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
≥95% coverage rate for Year 9
Progressing as planned. All but completed
students eligible for a HEEADSSS
G
assessment in the participating
schools, teen parent units and
alternative education settings
≥95% of Year 9 who have a
Progressing as planned. All but completed
G
HEEADSSS assessment have a
recorded BMI
≥95% of students who access the
Client satisfaction survey completed for each student
G
SBHS report that the service is
who accesses the SBHS
private and confidential
Reduce incidence of unintended teen pregnancies

agreement for SBHS Nurses to provide contraception choice and access to ECP

SBHS nurses’ standing orders

youth access to safe termination of pregnancy
All contracts with schools for the
Underway
provision of SBHS have relevant
provisions in place by 30 June
2017
Obtain endorsement for SBHS
Completed . Some SBHS have Nursing Council
Nurses to manage requirements
endorsement and those that haven’t use standing
for access to the Emergency
orders
Contraceptive Pill by 31
December 2016
Establish suitable arrangements to
Underway
enable SBHS Nurses’ to extend
their clinical practice under
standing orders by 31 March 2017
Provide access to SBHS Nursing
Underway
G
or equivalent service during
school holidays
Medical termination service is
New service commences 25 October 2016
G
established by 1 September 2016
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2

Youth Primary Mental Health

a)

Provision of quantitative report under PP26 (PMHI) – per template

Completed? Yes
b) Narrative progress report on actions undertaken to improve and strengthen youth primary mental
health (12 – 19 year olds with mild to moderate mental health and/or addiction issues) to achieve:
 early identification of mental health and/or addiction issues
 better access to timely and appropriate treatment and follow up
 equitable access for Maori, Pacific and low decile youth populations
Please refer to the narrative components of PP26 – Primary Mental Health template
Annual Plan 2016/17 Objective and actions
2.3.3.2 Focus Area: Responsive, Child Adolescent and Family Mental Health and Addiction Services
Increase options for young people with mild to moderate mental health and/or addiction issues to attend early
intervention programmes (focused on specific age groups within the cohort)

Maori youth programmes
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Youth programme response
Central PHO is currently recruiting for a Primary
framework for early intervention
Mental Health Programme Manager. This position will
agreed and implemented by
have a key role in the completion of this performance
February 2017
measure.
Stock take and analysis of options
for kaupapa Māori youth
programmes completed by
February 2017
Increased number of individuals
(from 2016 base) engaging in
early intervention programmes
from April 2017 (no target)
Improve follow up in primary care of youth (aged 12-19 years) discharged from secondary mental health and
addiction services through better transfer of care arrangements from CAMHS and Oranga Hinengaro

Discharge planning audit

Process to monitor receipt and uptake of referrals (and care plans) to primary care providers
≥95% young people (0-19 years)
Refer to PP7. Data indicates 72.6% of young people
discharged from the community
(0-19 years) were discharged from CAHMS with a
Child and Adolescent Mental
transition (discharge) plan. MidCentral DHB Mental
Health and Addictions Service
Health and Addictions Services were not set up to
have a transition (discharge) plan
capture the required data prior to November 2015 so
A
this data only reflects up to 10 months. Currently
completing processes to determine all the
contributory factors for not achieving the required
95% targets of clients being discharged with a
transition (discharge) plan along with actions to
remedy.
≥90% of discharged clients from
Discussions will take place with primary care in
CAMHS are seen for follow up by
quarter two. Currently the report back mechanisms
A
primary health care practitioner
with Primary Care to collect data to ascertain whether
within 3 weeks of accepted
clients are being followed up within 3 weeks of being
referral
discharged from CAHMS is not in place.
Reduce waiting times for young people referred to specialist child and adolescent mental health and addiction
services

Remove barriers to completing first specialist assessments on time using outcomes from review of CAPA

Multidisciplinary team intake reviews and ongoing caseload monitoring process
≥3.8% of population (0-19 yrs)
The total population (0-19yrs) seen for this quarter
G
seen on average per year
was 4.25% due to a steady rise in referrals
throughout the year.
≥80% non-urgent referrals (0 – 19
70.7% within 10% of the cumulative total target of
A
year old) are seen within 3 weeks
80% of 0-19 years olds seen within 3 weeks.
Refer PP8
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≥95% non-urgent referrals (0 – 19
year old) are seen within 8 weeks

91.7% within 10% of the cumulative total target of
95% within 8 weeks for non-urgent mental health and
addiction services.
Refer PP8
Unable to report for this quarter until 72 days have
th
elapsed from the 30 September 2016

A

Urgent (non-crisis) referrals are
seen within 72 days

G

3

Improve the responsiveness of primary care to youth

a)

Actions undertaken to ensure the high performance of the youth SLAT (or equivalent) in local
alliancing arrangements

Confirmation of YWAG membership
Work plan for 2016/17 agreed

Agreed in February 2016 (see Annual Plan deliverables below)

The purpose of the Youth Wellbeing
Advisory Group (YWAG) is focused on
improving the provision of health services for
young people through optimised service
development and delivery processes.

The Terms of reference for 2016/17 are currently under review but
will focus on the following principal objectives:

b)



Providing a platform for communication and engagement across
the district, enabling clinicians and others working in the youth
health to contribute to the development and implementation of
youth-focused care



Developing and sustaining collaboration and communication
between related network groups

Actions the Youth SLAT has undertaken to improve the health of the DHB’s youth population (12
– 19 year age group at a minimum) by addressing identified gaps in responsiveness, access,
service provision, clinical and financial sustainability for primary and community services for the
young people – per Youth SLAT’s work programme

Annual Plan 2016/17 Objective and actions
2.3.3.1 Focus Area: Responding to young people in primary care
Supporting general practice in delivering youth friendly services for young people

professional development package for general practice teams
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Youth friendly professional
Delayed start as MoH work has not continued in this
development package
area.
commenced by 30 June 2017 (in
line with MoH guidelines)
Improve transition of care planning between child and adult health services alongside management of adolescents
with complex health problems

identifying eligible children and young people

project management and planning
Transition of Care planning
Will be delayed due to potential project manager not
Project management resource
available until early 2017
obtained by 31 October 2916
Identification of eligible children
Not yet commenced
and young people (potential
young people accessing the
Home care team, Child
Development Service, Diabetes
and Cardiology services) by 31
December 2016
Agree project implementation plan
Will be delayed due to potential project manager not
by 28 February 2017
available until early 2017
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Improve the delivery of service options for transgender clients to better meet their needs

Collaborative Clinical Pathway (CCP) for access to and support services for transgender clients

professional development package for GPTs

opportunities and gaps in service delivery - secondary and tertiary services
CCP implemented by 31 March
Work has commenced
2017
Professional development
Not yet due
package delivered by 31 May
2017
Gap analysis and
Not yet due
recommendations provided to the
Child Health District Group for
consideration by 30 June 2017
Progress
Status
Legend:

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to
return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated
R with achieving objectives and performance measures (exception report required outlining risk mitigations,
remedial action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones

PP26:

Rising to the Challenge: The Mental Health and Addiction Service
Development Plan

Focus Area 1: Primary Mental Health
a)
provision of quarterly data and reports per template on services delivered, including alcohol
brief interventions, for adult and youth (12 – 19 years) seen in primary care – by ethnicity and
services accessed services
b)
provision of narrative report on the overall assessment of the services delivered, any major
achievements/successes, major issues that have affected the achievement of the contracted
services, whether services have been externally evaluated / reviewed / audited and status of
recommendations made
Focus Area 2: District Suicide Prevention and Postvention
a)
highlights of the implementation success
b)
exceptions where actions are not being progressed and provide reasons
c)
report on who has been trained and how many people have been trained
Focus Area 3: Improving Crisis response services
Actions that have been undertaken to reduce the rate of known clients being referred by police to
crisis teams and what difference have the above actions made to police referrals.
Focus Area 4: Improve outcomes for children
Exceptions report where actions identified in the annual plan for improving outcomes for children are
not on track
Focus area 5: Improving employment and physical health needs of people with low prevalence
conditions
Exceptions report where actions identified in the annual plan for improving the physical and
employment outcomes of people with low prevalence conditions are not on track.
Focus Area 1: Primary Mental Health

Template has been submitted, as required.
Focus Area 2: District Suicide Prevention and Postvention
Workforce development

Recognition and support for people experiencing mental health & alcohol and drug
problems. Utilise “Speakers Bureau” workshops to destigmatise mental illness.
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The Coordinator role has been filled since August 2016, and has thus far achieved four
workshop bookings for the end of the 2016 calendar. The following training has been
scheduled to align with the MidCentral DHB Suicide Prevention/Postvention Action Plan.
A Stigma and Discrimination workshop is scheduled to be delivered in late October by Kites
Trust. Vaka Tautua have been contracted to deliver a ‘Like Minds, Like Mine - Hearing
Voices’ workshop which is facilitated by those with experience in hearing voices. Alongside
offering this half day Hearing Voices workshop, five places have been sponsored from the
training budget for professionals from the NGO sector to attend a ‘Working with Voices’ two
day workshop being held early November. Manawatu Supporting Families is providing a
Working with Whanau seminar, and MASH Trust a Managing Challenging Behaviours
workshop, both to be held in November 2016.
Safer dispensing/prescribing of medications

A ‘Medications in Mental Illness’ seminar is being developed and will be delivered February,
2017.
Improve the care for Maori who have mental health, alcohol and drug issues associated
with suicidal behaviours

Kaupapa Maori workshop a Māori training provider will be contracted to deliver a two day
workshop in March 2017, for Maori managers and kaimahi. This workshop will be held at a
local marae and focusses on team planning using the PATH planning tool, and the
development of Whanau care plans.
Disseminate “help seeking” information through non mental health sector e.g. Work
and Income, workplaces

“Help seeking” information is disseminated through MDHB social media, and through to the
NGO sector via the Workforce Development Coordinator, including workshops, training
programmes, seminars, and forums available.
A list of trainers has been developed by the Workforce Development Coordinator and is
being used to schedule training for the 2016/17 financial year. The programme budget
provided by the DHB will be utilised to fund training so this can be provided to the NGO
sector for no or nominal charge.
Reduce impact of cyber bullying: Provide annual workshops on preventative methods
and self-protection from cyber bullying, by June 2016

(Lead: Youth One Stop Shop and Public Health Service Suicide Prevention Coordinator)
First workshop delivered in July, Palmerston North. This was informed by the report
completed on young people’s experiences of cyberbullying in Palmerston North, in
collaboration with YOSS and the ‘Palmy Youth Network’. The workshop was held in
collaboration with Te Manawa Family Services, Public Health and Palmy Youth Network.
Thirty-nine (39) people attended, with feedback being very positive, and the majority of
people reported increased confidence in dealing with issues around cyberbullying, as well as
an increase in ideas with how to manage and prevent cyberbullying. For example, some
comments were “great tips for kids and ways to communicate with and educate parents”,
“I’m more informed, definition, solid advice etc” and “there were more realistic suggestions
on how to promote a culture free from bullying”.
Information and resources were available during the workshop, and have been distributed.
Including a cyberbullying resource that has been specifically developed, which includes key
resources for preventing and responding to cyberbullying. An article was also written
specifically for a newsletter which was distributed to schools in MidCentral.
Next workshop to be held in Tararua in October, with the final workshop to be in
Horowhenua in November. At least four forums held annually across the region.
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A Mental Health & Addictions Forum: Children, Tamariki, Whanau and Families was held in
September, Palmerston North. There were presentations from a variety of services (CAFS,
Manawatu Supporting Families, ACROSS, Child Health, Barnados, Child Development,
Gateway) in regards to the programmes and services they offer, and criteria such as referrals
and pathways. Also, group discussion occurred and feedback was received in regards to what
is working now, and ideas for improvement. This information will inform the Clinical
Network Mental Health & Addictions Work Programme 2013-2017. Forty-three people
attended this forum, and the feedback was very positive. The majority of people reported
that they will do something differently in their work, for example “utilise more services that
meet whanau needs”.
2.3.6.1 Focus Area: Acute Mental Health and Addiction Services – Crisis response
Improve access to consistent, coordinated services for assessment and follow up of clients in crisis and provide a
better response to consumers presenting with acute need

Implement plan to achieve 24/7 seven-day-week crisis and acute response services

Increase responsiveness to Police through established relationship protocols and processes

Implement and monitor crisis response action plans with known clients referred by Police
(ref: Focus area 3)
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Not yet due
Review implementation progress
and results end of October 2016
Increase proportion of Police
Currently the data collection system has the ability to
referrals responded to with a direct
capture the Acute team’s response to Police referrals
contact by Acute Care Team within
in terms of the same day. The service does not have
3 hours of referral
the ability to collect time of referral therefore cannot
calculate the actual response times. This function will
be part of the implementation of WebPAS that is
scheduled to be implemented in MidCentral DHB in
July 2017. In the meantime the service are
A
investigating interim measures to mitigate this to be
able to capture relevant data for analysis and
reporting for the remainder of 2016/17.
Simultaneously there has been a work stream
established as part of the One Team Approach
project to look at improving the responsiveness of
services to those detained in Police custody
experiencing mental health issues.
Number of complaints received
There were no complaints specific to inability to
from referrers (including selfaccess the acute team in expected timeframes for
G
referred consumers) regarding
quarter one.
inability to access acute team within
expected timeframes (no target)
Progress
Status
Legend:

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to
return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated
R with achieving objectives and performance measures (exception report required outlining risk mitigations,
remedial action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones
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2.3.6.2 Focus Area: Integrated Mental Health and Addiction Services
Increase support for children of parents with mental illness and/or addiction (Supporting parents, healthy children)

Snapshot survey to identify target areas that would benefit from Supporting Parents, healthy Children
approaches

Toolkit information resource to parents in specialist adult mental health and addiction services

Utilisation of existing children’s programmes
(ref: Focus area 4)
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Complete survey and report of
Survey and report completed by inter agency project
results by 30 September 2016
group. Recommendations include establishment of a
G
Children of Parents with Mental Illness group
program. Implementation on recommendations is
underway.
Commence roll out of toolkit
Not yet due
resource pack from 01 October
2016
Number of referrals received by
Not yet due
NGO Supporting Families
Manawatu for children of parents
with a mental illness – reported 6
monthly
Maintain an accessible and cost effective primary health care service for people with a long term mental illness
through redesign of the Shared Care Programme

Redesigned model for Shared Care

Subject to case for change, implement recommendations
(ref: Focus area 5)
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Recommended actions for
Report completed and contains three model options
redesigned model for Shared Care
and recommendations. Project advisory group
G
from project group provided for
established between secondary and primary care to
approval by 30 September 2016
implement modelling for the shared care program.
Subject to case for change,
Not yet due
implement recommendations from
01 November 2016
Proportion of service users under
Yet to commence as advisory group is undertaking
the Shared Care Program who
modelling work to be finalised.
A
have a Comprehensive Health
Assessment Review (including
physical health status) completed
≥50% of service users on Shared
PHO undertaking recruitment of position to review
Care Programme are reviewed at
service users on shared care program, as per the
G
least three monthly by a designated
report’s recommendations. Further update will be
clinician
made.
Progress
Status
Legend:

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to
return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated
R with achieving objectives and performance measures (exception report required outlining risk mitigations,
remedial action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones
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PP27:

Delivery of the children’s action plan

Progress on delivery of the actions and milestones identified in DHB Annual Plans to support the
implementation of the Children’s Action Plan and reduce child assaults.
1

Progress on the Annual Plan objectives and milestones is outlined below.

2.3.2.3 Focus Area: Vulnerable Children and Families
Support the collective action to reduce the incidence of assaults on children and protect children from harm through
better supported access to specialist health services when needed by vulnerable children and their families/whānau

Contribute to the collaborative “Innovation Hub” multi agency work around reducing family violence

Provide lead health professionals to support optimal functioning of the Horowhenua/Otaki Children’s Team

Review alignment of MidCentral DHB’s Child Protection Policy with relevant sections of the Vulnerable Children
Act and update if required

Implement Children’s Worker Safety Checking programme
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Family Violence stocktake by the
Stocktake completed. Awaiting result from Te Tihi
G
Regional Interagency Network
around where this programme of work best sits.
completed by 31 July 2016
Multi agency workplan is
Delayed as RIN has not met since March 2016. It is
completed by 30 October 2016 and
likely this will sit with WOSIDG
progress reviewed by RIN on a
quarterly basis
Sustained commitment to fund 2
Funding yet to be secured form Ministry of Health
FTE health professionals dedicated
G
to the Children’s Team, to 30 June
2017
Child Protection Policy
Delayed due to staff illness in the VIP programme
A
reviewed/refreshed by 30
September 2016
Support the transition of the Social Sector Trial (SST) programme from a community-influenced model to a
community-led model to improve health and social outcomes for the 5 – 18 year old age group living in the
Horowhenua district

Develop and agree locally-led model to be transitioned from 01 January 2017

Support implementation of the transition plan
Performance measures and
Progress status
Results and exception report
milestones
Qtr Qtr Qtr Qtr
1
2
3
4
Transition plan agreed by 31 July
Transition plan completed with MSD
G
2016
Improve the capacity of child health services to better meet the needs of children and their families with learning and
behaviour difficulties

Develop a collaborative clinical pathway for children with a learning disability

Secure appropriate resources (1FTE psychology and 1FTE occupational therapist)

Appropriate pathway for managing children with learning and behaviour difficulties - cognitive testing and
associated services

Implement pathway across the district and government agencies
Learning pathway developed by 31
Completed now needs to be socialised with the sector
G
December 2016
Resources secured by 30 March
2017

Not yet due

Referral pathway established by 31
May 2017

Not yet due

Implement pathway from 30 June
2017

Not yet due
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Improve the health care experience for children with complex care issues and their families by providing a better
coordinated approach to care management
 Complex Care Coordinator role
 Establish an outcomes framework to enable appropriate data collection and ongoing effectiveness of the role
Complex Care Coordinator role
Not yet due
established by 30 June 2017
Outcomes framework is completed
by 31 March 2017
Progress
Status
Legend:

Not yet due

G Objectives/actions, performance measures and milestones all on track, progressing as planned
Behind planned milestones or performance measures off track; there are minor risks/issues associated with
A achieving objectives and/or performance measures but there is a satisfactory remedial action plan in place to
return to plan (exception report required outlining remedial action)
Behind planned milestones or performance measures off track and there are major risks/issues associated
R with achieving objectives and performance measures (exception report required outlining risk mitigations,
remedial action and revised timeframe/scope or milestone)
D Not completed as planned – approved closure or deferral with alternate scope/milestones

Vulnerable Children Act 2014
Please provide the link to the online copy of the DHB’s child
protection policy.

MDHB is currently undertaking work to review the
child abuse policy. This work has been delayed
due to staff illness but will be completed in the next
month and is deemed urgent.
The current policy is on the MidCentral DHB
website

Exception reporting on child protection policies for funded
providers: where the DHB has not yet included the
requirement for providers of children’s services to adopt a
child protection policy within the provider’s funding
agreement, please provide information about:
• the funding agreements that are yet to be updated
(provider, type of service)
• actions underway to introduce this requirement to the
agreements and to support providers to implement the
policy.
Exception reporting on safety checking: please provide detail
of individual instances where the DHB has not met the
requirements for safety checking newly employed or engaged
core and non-core children’s workers.
Please provide the number of existing staff found working in
core children’s workers roles who have been suspended
under s28 of the Act (identified as having committed a
specified offence), and a summary of the DHB’s subsequent
employment decisions for that worker.

All funding contracts have the relevant clauses
inserted.

Supporting Vulnerable Children
Please detail actions or initiatives to reduce deaths and
hospitalisations due to assault, neglect or maltreatment of
children 0-14, including description of how initiatives are
being (or will be) evaluated for success.

Please provide the numbers (head count and FTE) and roles
of staff participating in the children’s team, including Local
Governance representation, Lead Professionals, Service
Brokers, Panel members and any other role.

MidCentral District Health Board

All funding contracts have the relevant clauses
inserted.

No staff have declared any such offence. MDHB is
undertaking the organisational rollout of police
checks, with the core children’s workers currently
being checked. To date, no staff fall under this
section”.

SST Horowhenua are focussing on Family
Violence going forward in their local-led model.
Our Maori Iwi Te Tihi partners are looking to
progress the family violence stocktake work
undertaken by the Regional Interagency Network
earlier in 2016. Planning is currently underway as
to how this will be done and by whom.
Staff:
1.0 FTE Social Worker
0.5 FTE Health Broker
5 Active Lead professionals (34 children)
Governance:
Portfolio Manager Child, Youth & Intersectoral
Partnerships
Children’s Team: Paediatrician – 2 Part time
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PP28:

Reducing rheumatic fever

Progress against the DHB’s rheumatic fever prevention plan, report on root cause analysis and
delivery of agreed acute rheumatic fever hospitalisation rates
Focus Area 1: Reducing the Incidence of First Episode Rheumatic Fever
Part 1a)
Progress against target
b)
Progress report for rheumatic fever prevention plan
DHBs with a lower incidence of rheumatic fever are not required to report against their
Rheumatic Fever Prevention Plan. If there is a significant increase in rheumatic fever
numbers or rates, the DHB will be required to submit a more detailed action plan and will be
required to report against progress.
Report on the lessons learned and actions taken following reviews each quarter
Part 2- Exception report outlining the resolution plan the DHB has in place for DHBs with an acute
rheumatic fever hospitalisation rate above the agreed target and outside a 95% confidence interval.
Focus Area 2: Facilitating the effective follow-up of Identified Rheumatic Fever Cases
Confirmation and exception reports on progress in following-up known risk factors and system failure
points in cases of first episode and recurrent acute rheumatic fever.
Focus Area 1: Reducing the Incidence of First Episode Rheumatic Fever
Progress towards DHB rheumatic fever target (MidCentral 2016/17 target rate is 0.6 for first
hospitalisation for acute rheumatic fever per 100,000 population)

There have been three new discharges for initial hospitalisations for acute rheumatic fever in
MidCentral DHB during Q1 2016/2017 (this case fitted the suspect criteria for notification
purposes). The total number of new ARF hospitalisations in the MDHB area during the
2016/2017 year to date is therefore three (population rate approx 1.2/100,000) and is one
above target for the 2016/17 year.
How is the DHB tracking towards the target for the next financial year?

The DHB is two above target for the 2016/17 year (having had three discharges).
Case review and potential systems failures identified for Quarter 1 2016/2017

Case 1: Attended a GP for a sore throat but unfortunately a throat swab was not taken and
antibiotics were not provided.
Case 2: Had a sore throat within four weeks of admission for acute rheumatic fever but did
not attend a GP for the problem.
Case 3: No history of sore throat and did not visit GP. No family history of ARF and no
overcrowding.
Focus Area 2:

Template submitted as requested
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PP29:

Improving waiting times for diagnostic services



Coronary angiography - 95% of accepted referrals for elective coronary angiography will receive
their procedure within 3 months (90 days)



CT and MRI - 95% of accepted referrals for CT scans, and 85% of accepted referrals for MRI
scans will receive their scan within 6 weeks (42 days)



Diagnostic colonoscopy
i) 85% of people accepted for an urgent diagnostic colonoscopy will receive their procedure
within two weeks (14 days), 100% within 30 days
ii) 70% of people accepted for a non-urgent diagnostic colonoscopy will receive their procedure
within six weeks (42 days), 100% within 90 days
Surveillance colonoscopy
70% of people waiting for a surveillance colonoscopy will wait no longer than twelve weeks (84
days) beyond the planned date, 100% within 120 days



2016/17 Diagnostic waiting times – Coronary
angiography, CT and MRI

July

August

95% of accepted referrals for an elective coronary
angiography will receive their procedure within 3 months

84.8%

97.1%

39

33

95% of accepted referrals for CT scans will receive their
scan within 6 weeks

474

85% of accepted referrals for MRI scans will receive their
scan within 6 weeks

325

46

93.1%

34

100%

405
402

100%

92.7%

30

93.8%

444

100%

325

2016/17
Qtr 1

30

91.2%

509

September

484

102

92.8%

516

1363

100%

402

388

110
1469

100%

388

1115

1115

Diagnostic waiting times for CT scans
The CT waiting times results have been consistent at around 93% for several months now.
The small improvement in results shown in September (to 93.8%) relates to a data cleaning
activity undertaken with regard to the management of 'DNAs' (did not attend appointment).
However, because the current Radiology Information System database in unable to
differentiate between those waiting and those planned or advanced bookings, accurate
reporting of what is actually happening in terms of meeting the target cannot occur. This is
evidenced by the relatively consistent results. The Medical Imaging department is confident
that it is in fact meeting (or exceeding) the expected goals and target of the CT waiting time
indicator. As fixing this issue in the database would incur considerable cost, the DHB has
determined that it will not commit funds to this fix; instead the Regional Radiology
Information System to be implemented at MidCentral Health in the 2017 year is expected to
address this data issue (as part of the Regional Health Informatics Programme).
Operational service and business process improvement, data auditing and performance
monitoring activities continue as a matter of routine.
2016/17 Diagnostic waiting times – Colonoscopy
85% of people accepted for an urgent colonoscopy will receive
their procedure within 2 weeks
70% of people accepted for a non urgent diagnostic
colonoscopy will receive their procedure within 6 weeks
70% of people waiting for a surveillance colonoscopy will wait
no longer than 12 weeks beyond the planned date

July

August

100%
12

12

98.2%
111

113

100%
54

100%

54

7

7

92.0%
115

125

98.3%
58

59

September

2016/17
Qtr 1
100%

100%
10

10

29

85.1%
103

121

91.6%
329

96.6%
57

59

29
359

98.3%
169

172

Waiting times were better than target for more people referred for an urgent, non-urgent or
surveillance colonoscopy.
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PP30:

Faster cancer treatment and Shorter waits for cancer treatment –
radiotherapy and chemotherapy

A patient pathway approach is being adopted across surgical and non-surgical cancer treatment to
support faster cancer treatment for patients. Faster cancer treatment will be measured by:
 all patients with a confirmed diagnosis of cancer receive their first cancer treatment (or other
management) within 31 days of decision-to-treat
 all patients ready for treatment, wait less than four weeks for radiotherapy or chemotherapy from
decision to treat

Part A:

31 day faster cancer treatment indicator

Target: ≥85% of patients receive their first cancer treatment (or other management) within 31 days
from date of decision-to -treat
July
August
September Quarter 1
2016/17
Total
Number of patients whose first treatment was
within 31 days of decision to treat

55

64

45

164

Number of patients within the cohort who
received their first treatment in the month

63

74

51

188

87.3%

86.5%

88.2%

87.2%

Percentage treated within 31 days

Meeting first treatment waiting times target.
Part B: Shorter waits for cancer treatment
MidCentral DHB residents only
Radiation treatment or Chemotherapy
Total Patient treatments
Patient treatments outside 4 weeks (non capacity reasons)
Patient treatments within 4 weeks
Patients ready for treatment in the month

July

Aug

Sep

88
9
79
79

130
14
116
116

103
8
95
95

Quarter
Total
321
31
290
290

Percentage ready for treatment waiting less than 4 weeks

100%

100%

100%

100%

MidCentral DHB residents only
Reasons for Radiation Treatment or Chemotherapy
Outside 4 Weeks
Patient request / choice
Clinical considerations
Other management
Department facility / capacity constraints
Total

July
2
2
5
0
9

Number of Patients
Aug
Sep
Quarter
Total
5
4
11
4
1
7
5
3
13
0
0
0
14

8

31

Target continues to be achieved.
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PP31:

Better help for smokers to quit in public hospitals

95% of hospitalised patients who smoke and are seen by a health practitioner in public hospitals are
offered brief advice and support to quit smoking.
2016/17
Quarter 1

Events
coded

Number of
people who
smoke

Quit advice /
support given

All
Maori
Pacific

8218

1221

1174

1032
158

354
29

335
29

Smoking % of people who
prevalence
smoke offered
advice / support

Previous
Quarter
Results

14.9%

96.2%

95.5%

Difference
from
previous
quarter
+0.7%

33.4%
18.4%

97.1%
100%

97.3%
91.7%

-0.2%
+8.3%

Is your DHB using 'discharges' or 'coded discharges' as
its data source?

Coded
discharges

What percentage of discharges for this
quarter has been coded? 93.4%

Does your DHB contact patients after discharge to
provide them with advice and support to quit smoking?
If so, how many patients were contacted this quarter?

No patients are contacted post discharge. The
expectation is that patients who smoke are offered
advice during the course of their inpatient stay.

Is the difference between the DHB's smoking rate for
this quarter and the DHB's smoking prevalence in the
2013 Census more than 2%? If yes, please explain why

There is no significant difference

If the DHB's result for this quarter is below 95%, please
explain why.

The result is above 95%

Please identify what activities the DHB has undertaken
this quarter to support this target

Regular reporting of unit level results continues

Are there any barriers impeding the DHB's ability to
reach the 95% target next quarter? If so, please
explain what mitigation strategies have been/will be put
in place.

No barriers are identified

Does the DHB believe that its target result will be
sustainable after 30 June 2015? If not, please explain
what mitigation strategies have been/will be put in
place.

Yes, result continues to be stable above target of 95%

System Integration
SI2:

Delivery of regional services plan

A single progress report on behalf of the region agreed by all DHBs within that region. The report
should focus on the actions agreed by each region as detailed in its RSP implementation plan
Quarter 2 and 4 - Regions are expected to provide information in support the implementation of
integrated hepatitis C assessment and treatment services
1. Number of people diagnosed with hepatitis C per annum (by age).
2.

3.

Number of HCV patients who have had a Fibroscan in the last year
(a) new patients
(b) follow up
(by age and ethnicity).
Number of people receiving PHARMAC funded antiviral treatment per annum (by age and ethnicity).

The progress report on delivery of the Regional Services Plan has been submitted by TAS on
behalf of the six DHBs in the central region. Refer separate implementation update report.
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SI4:

Standardised intervention rates (SIRs)



Major joint replacement procedures, a target intervention rate of 21.0 per 10,000 population
(Quarter 1 only, for previous 12 months)

Cataract procedures, a target intervention rate of 27.0 per 10,000 population (Quarter 1 only, for
previous 12 months)

Cardiac surgery a target intervention rate of 6.5 per 10,000 of population

Percutaneous revascularization a target rate of at least 12.5 per 10,000 of population

Coronary angiography services a target rate of at least 34.7 per 10,000 of population
For any procedure where the standardised intervention rate in the preceding 12 month period is
significantly below the target an exception report is required
Year Ended 30 June 2016. Raw and Standardised Discharge Rates per 10,000 population for
Publicly Funded cataracts and major joint surgery, 95% Confidence Intervals and WIES NZ14 Filter
Applied. (All admission types)
Procedures Codes
Cataracts
Major Joints
2016/17 National target intervention rate per 10,000 population
DHB Raw Intervention Rate 10,000
National Interventions per 10,000
Std Intervention Rate per 10,000
Std Intervention Rate per 10,000 - Lower 95% CI
Std Intervention Rate per 10,000 - Upper 95% CI
Actual Interventions
Expected share of national interventions

27.0
38.54
35.02
31.47
29.16
33.96
670
746

21.0
26.96
23.43
22.39
20.43
24.53
469
491

Significantly above

Not significantly
different

173,840

173,840

Estimated interventions to reach target
Significant difference
Population

Standardised intervention rates over the 12 months to June 2016 were significantly above
the national target rate for cataract surgery and not significantly different from the national
target for major joint surgery.
Year Ended 30 June 2016. Raw and Standardised Discharge Rates per 10,000 population for
Publicly Funded cardiac surgery and cardiology procedures, 95% Confidence Intervals and WIES
NZ14 Filter Applied. (All admission types)
Procedures Codes
Cardiac surgery Angiography
Angioplasty
2016/17 National target intervention rate per 10,000
population

6.5

34.7

12.5

DHB Raw Intervention Rate 10,000

Estimated interventions to reach target

7.36
6.11
6.54
5.47
7.80
128
120
127

43.49
33.68
37.86
35.23
40.67
756
673
693

11.68
12.29
10.25
8.91
11.79
203
244
248

Significant difference

Not Significantly
Different

Significantly above Significantly
below

Population

173,840

173,840

National Interventions per 10,000
Std Intervention Rate per 10,000
Std Intervention Rate per 10,000 - Lower 95% CI
Std Intervention Rate per 10,000 - Upper 95% CI
Actual Interventions
Expected share of national interventions

173,840

Standardised intervention rates have improved over the 12 months to June 2016 relative to
the period ending June 2015.
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The standardised intervention rate for angiography was significantly above the national
target rate. For cardiac surgery the intervention rate was ahead of target but not significantly
different. Although the intervention rate for angioplasty has improved compared to a year
ago, it remains significantly below the national target intervention rate.
Angioplasty:
Angioplasty and cardiac surgery is provided by Capital and Coast, and access is determined
by that DHBs capacity and capability, as well as the clinical status of the patient who requires
either transfer as an inpatient or elective admission after discharge from MCH.
Workshops are in progress at MCH to develop a business case for the establishment of a
dedicated cardiac catheterisation lab at MidCentral Health – this facility will also be PCI
capable and thereby reduce the requirements for patients to be transferred to Capital and
Coast for this procedure once the lab is established and PCI commenced locally.

Ownership
OS3:

Inpatient average length of stay (ALOS)



The standardised ALOS for inpatient discharges in a surgical specialty (‘S’ purchase units) with
an elective admission type, expressed as the ratio of the ‘actual’ to ’predicted’ ALOS, multiplied by
the nationwide elective surgical inpatient ALOS.



The standardised ALOS for acute discharges in any medical or surgical specialty, expressed as
the ratio of the ‘actual’ to ’predicted’ ALOS, multiplied by the nationwide acute inpatient ALOS.
Baseline: 12mths to 30 September 2014
Admit
Type

Number of
discharges

Acute

21,146

Elective

5,407

Average length of stay (ALOS)

Observed
Number of bed day
Predicted length Unstandardised Standardised
length of stay
equivalents
of stay (hours) ALOS
MidCentral
(hours)
61,888
1,485,318
1,331,130
2.93
2.95
9,191

220,587

210,719

1.70

12mths to 30 June 2016
Admit
Type

Number of
stays

Acute

23,021

Elective

5,308

202,596

194,529

1.59

2.64

1.74

1.67

Standardised
ALOS (days)

2016/17
Year end
Target

Observed
Number of bed day
Predicted length Unstandardised
length of stay
MDHB
equivalents
of stay (hours) ALOS
(hours)
56,057
1,345,379
1,322,151
2.44
2.59
8,442

National

1.65

National

MDHB

2.54

≤2.55

1.58

≤1.62

Data Source: Ministry of Health. Report run date 18 October 2016

Acute ALOS: The standardised acute ALOS decreased slightly to 2.59 for the 12 month

period ending June 2016 – a further reduction on the result for last quarter (2.61 days) and
considerably better than the annual target (2.95) for the 2015/16 year. The quarter one
target for the 2016/17 year of 2.70 has also been achieved although the data coverage period
is lagged by three months. An exception report is therefore not required.
However the following comments are made, which outline the on-going work to address
lengths of stay.
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Work continues with the inpatient wards to improve discharge predictions and planning
with the continued use of daily MDT rapid rounds on every ward daily medical board
rounds and a weekly focus on long stay patients (stranded patients).



The long stay report has been improved to better identify the patients who are medically
cleared and “stranded” as opposed to patients who are long stay due to ongoing clinical
requirements. This has ensured that escalation of issues happens in an appropriate and
timely manner when required.
There is an acknowledgement that the acuity of some of the admissions to the inpatient
wards (mainly acute admissions) has increased, with more complex clinical and social
issues to manage resulting in a slightly increased ALOS. The rapid rounds assist in the
prioritisation of the issues arising for these patients.



Elective ALOS: Elective ALOS remained static at 1.65 against a target for this quarter of 1.68

days (year target 1.62).

Colorectal ERAS principles are being applied to the colorectal elective admissions to our
surgical ward. There are plans for a formal launch of the pathway at the end October to the
organisation following the initial roll out.

OS10:

Improving the quality of data submitted to national collections

Improving the quality of identity data within the National health Index (NHI) and event data submitted
to the National collections Systems (NCS)




Focus Area 1: improving the quality of identity data within the NHI
Focus area 2: Improving the quality of data submitted to National Collections
Focus area 3: improving the quality of the Programme for the Integration of Mental Health Data
(PRIMHD), including a particular focus on Mental Health Act data
Measure

2016/17 Qtr

Focus area 1: National identity data
(1) New NHI registration in error (causing
duplication)

(2)

Recording of non-specific ethnicity in
new NHI registration

(3)

Update of specific ethnicity value in
existing NHI record with a non-specific
value

(4)

Invalid NHI data updates

1
2
3
4
1
2
3
4
1
2
3
4
1
2

Totals (n/d)

Result

7 / 97

7.22%

Not Achieved

0 / 625

0.00%

Outstanding

1 / 625

Rating

0.16%

Outstanding

Not reported this quarter

3
4

Focus area 2: : National collections
(1) NBRS collection has accurate dates
and links to NNPAC and NMDS *

MidCentral District Health Board
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3
4

2,038 / 2,105

96.82%

Partial achievement
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(2)

(3)

National Collections file success rate
(PRIMHD, NMDS, NNPAC and NBRS
records)
Assessment of data reported to the
National Minimum Data Set (NMDS)
(M00 to M99, S00 to T98, U50 to Y98
excluding U739, Y929, X59) *

(4) Timeliness of National Non-admitted
Patient (NNPAC) data *

1
2
3
4
1
2
3
4
1
2
3
4

Average
Average
Average

98.3%

Achieved

Average
Not reported this quarter

78,438 / 78,682

99.69%

Outstanding

* These measures consist of data for the period of June 2016 to August 2016 (extracted on 12 October 2016).

** National collections (Q1):

NBRS 99.45%
NMDS 99.49%

NNPAC
PRIMHD

99.19%
95.16%

Focus Area 1: National identity data
During this quarter, an Outstanding result was obtained for “Recording of non-specific
ethnicity in new NHI registration” and “Update of specific ethnicity value in existing NHI
record with a non-specific value”. A not achieved result was obtained for “New NHI
registration in error”.
Out of the seven duplicates recorded in the quarterly report the Data Quality and Health
Information Team have been notified of 5 from the Monthly Reports (4 for September and 1
for July). Further clarification on the other duplicates is being obtained. The 5 known
duplicates were all from ED and have been followed up once notification was obtained. The
data quality team is liaising with the ED Service Manager and Administration staff to identify
issues regarding duplicate creation as well as offering ongoing support for staff.
The Data Quality Team will be contacting neighbouring DHBs who have a low duplicate rate
to gain further insight in processes and adapt new learnings and opportunities.
Focus Area 2: National collections
NBRS dates and links to NNPAC and NMDS
Requirements for NBRS dates and links to the NNPAC and NMDS collections during the
period from June 2016 to August 2016 were only partially achieved, with 2,105 NBRS exits
and 2,038 matched to NMDS or NNPAC (96.82%). This result is 0.18% (4 records) from an
achieved rating and is likely to be associated with different timings for data input,
reconciliations and report extracts.

Output
Mental health output delivery against plan
Each DHB must monitor, evaluate and report on the delivery of Mental Health Services set out in its
Annual Plan Production Plan (Expectation: +/- 5% variance of planned volumes)

Reporting template submitted as required.
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During this quarter (July to September 2016) 88.4% (n.1460) of the available 1651 acute
inpatient bed days were utilised – a reversal of the unacceptably high occupancy rates
experienced in 2015. Utilisation of the intensive care beds was at 97.7% of available beds.
This reduced utilisation represents a continued improvement in managing throughput within
acute bed day capacity.
Improved utilisation has been managed through ongoing greater access to increased
supported accommodation capacity, however funding for this is limited and planned
reduction of additional funded capacity may be challenging to manage.
Conversely, Mental Health of Older People acute inpatient was operating at 107.3% of
purchased volume for this period, using an additional 59 bed days. This higher utilisation was
caused by increased demand, driven by improved access generated from further service
development and improved assessment of community need. This demand aligns with across
hospital older persons services which also experienced an increase in demand.

Developmental measures
DV4:

Improving patient experience

Implementing a national approach to collection, measurement and use of patient experience information

Survey domain

Provisional
Number of
results (raw
respondents
average score)
Aug 2016

MidCentral Weighted
Average * (95% CI)
Nov

Feb

May

New Zealand Average
Aug

Nov

Feb

May

Communication

8.2

186

8.6

8.1

8.4

8.3

8.2

8.4

Partnership

8.3

174

8.7

8.5

8.6

8.4

8.4

8.6

Coordination

8.3

180

8.8

8.1

8.3

8.4

8.3

8.4

Physical and
emotional needs

8.6

172

8.9

8.5

8.5

8.6

8.6

8.7

Aug

* The weighting methodology divides respondents into twelve age/sex groups and calculates for each DHB the
proportion of all patients in each group divided by the proportion of responders in each group. The resulting
weights are then applied to each responding patient and the scores that they give for each domain are multiplied
by the weighting factor. The calculation of the mean is then undertaken on these weighted scores rather than the
raw scores.

Report of national results for the August 2016 survey, with weighted averages, is not yet
available.
MidCentral DHB’s response rate for the August 2016 survey was just under 47 percent–
similar result to August 2015. Response to surveys by e-mail is now at 19 percent.
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Crown Funding Agreement Reporting
Before School Check funding
For reporting purposes only, where the DHB has reached twenty five percent of its high deprivation
target and twenty five percent of its total population target within each quarter a confirmation
statement will be required from the DHB. An exceptions report is required if the DHB has not met
twenty five percent of its high deprivation coverage target and twenty five percent of its eligible
population target within each quarter. The DHB must provide an exceptions report outlining any risks
or delays to meeting the high deprivation target and eligible population target, and steps taken to
mitigate these risks/delays.
2016/17
Eligible population
Target (90% of eligible)
2016/17
Total number of B4 School Checks
completed
Percentage of target population with
B4 School checks completed

High Deprivation
618
562

Others
1,578
1,434

High Deprivation
Qtr1
YTD
168
168

Others
Qtr1
353

YTD
353

Total Population
Qtr1
YTD
521
521

24.6%

24.6%

26.1%

29.9%

29.9%

Total Population
2,196
1,996

26.1%

The Before School Check Programme continues to progress during the quarter. MidCentral
DHB has exceeded the quarterly target of twenty five percent of high deprivation children
receiving a B4SC and just above the target volume for the total population this quarter.

Electives initiative and ambulatory initiative variation
A quarterly exception report will be required by the Ministry if, at the end of a period, the agreed
CWDs are more than 5 percent lower than the planned level identified in the agreed Production Plan
for the period or if the agreed FSAs, NAPs, Tests or Bariatric are more than 20 percent lower than the
planned level.
Where the DHB has one month of red ESPI the DHB will be required, when requested, to provide the
Ministry with an ESPI Recovery Plan (“ESPI Recovery Plan”). The ESPI Recovery Plan will outline
the actions being taken, and the expected timeframe, for the DHB to return to ESPI compliance.


A monthly ESPI Report (“ESPI Report”) against the ESPI Recovery Plan will be required by
the Ministry by the third Friday of each month until the DHB regains ESPI compliance.

Quarter 1: 01 July – 30 September 2016
Electives and
Ambulatory Initiative

Planned Annual
Volumes

Case Weighted Discharges
(CWDs) – Surgical PUCs +

Base
Additional
Total
CWDs
Total
FSAs
Medical

6,784.8
2,418.2

Surgical

Inpatient Dental & Cardiology

First Specialist
Assessments (FSAs)

Community Referred Tests* Total
Non Admitted Procedures ** Total

Planned
Actual
Variance
Total YTD Total YTD

% Delivery
of YTD Plan

2,376.2

2,493.5

117.3

104.9%

22,205

5,691

5,935

244

104.3%

7,636
14,569

1,951
3,740

1,832
4,103

-119
363

93.9%
109.7%

34,991

8,986

13,090

4,104

145.7%

9,130

2,345

2,160

185

92.1%

9,203.0

* includes Radiology, Pacemaker checks
** includes ERCP, colonoscopy, gastroscopy, bronchoscopy, cystoscopy, outpatient dental, minor operations
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Elective Services Patient Flow Indicators (ESPI) status:
ESPI
1
2
3
5
6
8

Level
23
17
22
19
2
691

July
Status
%
100%
0.4%
0.3%
1.2%
0.7%
99.9%

Improve
Required
0
-17
-22
-19
-2
1

Level
23
32
18
21
2
815

August
Status
%
100%
0.7%
0.2%
1.3%
0.7%
100%

Improve
Required
0
-32
-18
-21
-2
0

Level
23
52
11
48
8
850

September
Status
Improve
%
Required
100%
0
1.1%
-52
0.1%
-11
2.8%
-48
2.8%
-8
100%
0

Report Run Date: 7 November 2016

Reported data as at 7 November shows that treatment waiting times were well outside the
threshold for 48 people as at the end of September 2016, predominantly in orthopaedic,
ophthalmology, general surgery and urology services.
First specialist assessments were outside of the waiting times threshold for 52 people as at
the end of September 2016, predominantly in urology, general surgery, respiratory and
orthopaedic services.

Well child / tamariki ora services
Provide quarterly reports of data based on the following table.
For quarter ending September 2016
Reports required for contracted Services (totals for all contracted Iwi/Maori WCTO providers)
Total number of enrolled children at end of quarter
Number of new babies enrolled during quarter
Number of clinical FTEs delivering the Service
Number of non-clinical FTEs delivering Services
Number of core contacts delivered during quarter
Number of Early Additional Contacts (EACs) delivered during quarter (up to 122 days)
 Number of antenatal contacts
 Number of face to face contacts
 Number of telephone contacts
 Number of contacts in a group setting
Number of Standard Additional contact (SACs) delivered during quarter (123 days plus)
 Number of face to face contacts
 Number of telephone contacts
 Number of contacts in a group setting
Number of Joint Additional contacts (JACs) delivered during quarter

1526
106
7.5
2.875
778

Number of Joint Care Planning and Coordination (JCPCs) sessions delivered during
quarter

5

0
30
6
0
122
32
0
16

Reports required for provider arm WCTO services (if applicable)
Total number of enrolled children at end of quarter
Number of new babies enrolled during quarter
Number of clinical FTEs delivering the Service
Number of non-clinical FTEs delivering Services
Number of core contacts delivered during quarter
Number of Early Additional Contacts (EACs) delivered during quarter
 Number of antenatal contacts
 Number of face to face contacts
 Number of telephone contacts
MidCentral District Health Board

13
1
0.2fte
0
13
0
3
16
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 Number of contacts in a group setting
Number of Standard Additional contacts (SACs) delivered during quarter
 Number of face to face contacts
 Number of telephone contacts
 Number of contacts in a group setting
Number of Joint Additional contact (JACs) delivered during quarter
Number of Joint Care Planning and Coordination (JCPCs) sessions delivered during
quarter

0
13
7
0
0
0

Establishment of green prescription initiative
Number of adult referrals to the Adult Service and number children and families to the Active Families
programme for the quarter by referral source, age group, gender and ethnicity. Brief narrative on
highlights and challenges for the quarter. Referral total year to date against annual target. The DHB
will also be required to report annually as part of quarter four reports on their performance against the
nine KPIs (outlined in Clause 2.4), and a description of how they will improve their performance in the
KPIs that are not met.

Summary report for quarter 1:
Active Families programme
Number of children referred this quarter: 67
GRx Active Families (children) referrals year to date: 67
Gender:
Male
Female
Not stated

37
30
0

Annual target: 90

Age of children:

Ethnicity of children:

Referral source:

Under 5 yrs
5 – 9 yrs
10 – 14 yrs
15+ yrs

NZ European
Maori
Pacific
Asian
Indian
Other
Unassigned

Paediatrician
GP
Practice Nurse
Public Health/School Nurse
Dietician/Nutritionist
Self
Other (Youth Social Workers)
B4SC

4
20
26
17

18
30
3
0
0
8
8

1
7
11
4
3
36
2
3

Comments:
The promotion of the Active Teens programme in Secondary Schools has resulted in high
volumes over the quarter. The team also visited health facilities throughout the district,
contributing to increased referrals. SuperGrans have re-introduced their cooking session and
a new programme has been set up at Horowhenua College after concerns expressed about
the number of students needing physical activity and nutritional advice. There have been a
number of children referred with both weight and behavioural issues. Through regular
meetings the GRx team has worked on their approaches and activities to keep both children
and parents engaged.
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Adult Services programme
Number of referrals this quarter: 370
Referrals year to date: 370
Gender:
Male
Female
Not stated

(Direct: 320 / Repeat: 50)

Annual target: 1,517

Age of referrals:
130
240

0 – 29 yrs
30 – 49 yrs
50 – 64 yrs
65+ yrs
Not stated

Ethnicity of referrals:
70
101
113
86

NZ European
Maori
Pacific
Asian / Indian
Latin American
African / Middle Eastern
Other European / American
Not stated / Unassigned

People referred
with diabetes:
243
90
13
1
0
0
15
5

Type 1
Type 2
Pre-diabetes
Gestational
diabetes
Diabetes
unspecified

3
61
29
2
0

Comments:
The implementation of new programmes has contributed to a steady influx of referrals over
the quarter. During the quarter, 110 participants graduated from the 10 week GRx
programme and have identified sustainable exercise options to continue with. On average 97
participants attend weekly GRx community classes. About 20 GRx participants have been
assigned to Massey University 3rd year Exercise Prescription students to receive one-on-one
personal training sessions.
The GRx team successfully completed their first programme focused on supporting
individuals with a mental health illness. This was a joint initiative with MASH Trust (Mental
Health and Addiction Recovery Team) to provide a wellness programme that focuses on
creating new healthy habits and sustainable physical activity options with the participants
engaged.
Priority groups identified for the next year are mental health, refugees, Pasifika and Māori.

Disability Support Services (DSS) Increase of Funding
As this variation is retrospective, additional reporting as described in this correspondence for ATR
services DSS 214, 215, 216 and 217 will be expected to commence from the 3rd quarter of the year
the variation commenced, with quarterly updates to continue from then on.
A performance monitoring return (PMR) is to be used for additional reporting on DSS 214, 215, 216
and 217

Reporting template for this service has been submitted as required.

National Patient Flow
Certification Reports in addition to the reports required under the Principal Agreement. The report
must include certification by the DHB’s Chief Information Officer that the DHB has met the service
requirements as set out in clause 2 of Schedule C9.

Required Ministry of Health reporting template submitted.
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